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I. SUMMARIES 

A. SUMMARY, MEBSH CHILD Sr.JRVIVAL PROTECT - 15 July 1991 

In accordance with USAID guidelines for end-of-project evduations, an independent 
public health consultant, assisted by staff of the World Relief Corporation (WRC) and the 
Evangelical Baptist Mission in southern Haiti 0, evaluated WRC's Child Survival 
(CS) Project. The team assessed WRC's headquarters performance in providing technical 
and financial oversight and support to their counterpart (MEBSH) in the field. The 
consultant and WRC staff member then went on to Haiti to join the previous director of 
MEBSH\CS to assess the effectivenesslimpact of MEBSH's child survival services in-the 
field. 

The CS Cooperative Agreement between USAID and WRC was originalIy to be carried 
out between June 1, 1987, and May 30, 1990, but because of uncontrollable delays in 
starting (political instabif ty , security problems, etc. for approximately one year) the 
project was extended through September 30, 1991. 

The CS Project serves 26,000 people within a radius of 16 kms of MEBSR's Lumiere 
Hospital in Bonne Fin, Haiti. The four-plus year budget was U.S. $33 1,900: $249,400 
from USAID and $82,500 from WRC. A financial audit for the CS project is scheduled 
to follow this evaluation later on in July 1991. 

Overall the project exhibited several strengths. It has made some significant gains dwing 
the original grant period as a majority of the project objectives were met. A solid 
infrastructure has been put in place that will carry CS initiatives in that region into the 
future, an excellent training p r o g m  for health pramoters and traditional birth attendants 
has been designed and implemented and a significant level of community participation has 
been generated &&ough the program. During the upcoming expansion phase, project 
personnel will need to give attention to tbe recommendations of this evaluation in order to 
consolidate the gains achieved and build toward a more sustainable project. 

MAJOR FINDINGS 

Five auxiliary nurses and four community animators have been identified, trained and are 
working in the CS project. Nurses, in response to a 15 question test on technical aspects 
of vaccinations, dehydration, nutrition, vitamin-A and child spacing, answered correctly, 
on average, 9696 of the questions. The animators answered, on average, 75% of 
seventeen questions on a simiiar test designed for animators. 

Four health committees and two health sub-committees (because two zones have large- . . 

areas) have been established and are functioning in all four health zones. They all met at 
least once a month during the past six months. They identified and took action on several 
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h d t h  problems such as providing training for a local plumber to repair pipes for their 
water supply; establishing pre-and post-natal clinics in all four zones to help reduce 
maternal and infant morbidity and mortality. 

Forty-two health posts have been established and provide bi-monthly vaccinations, oral 
rehydratian therapy (ORT), child growth monitoring and vitamin-A supplements. The 
posts also provide parent education and\or training in ORT, nutrition, child spacing and 
immunization needs in all four health zones. 

Seventy-five health promoters have been identified and trained to help with the health 
ducation and motivation of community members. The promoters continue to receive 
training in immunization schedules, diarrheal disease control, nutrition (including vitamin- 
A supplements), and child spacing. 

A computerized health\management information system (H\MIS) is being developed and 
computerized printouts have helped health promoters to follow women and children 
definquen; in health care. 

Vaccination Coverage Survey Results, May 199 1 
Children 0-1 1 Months of Age (XI = 314) 

AREAS Dropout 
COMPARED BCG DPT/Pl DPT/P-3 Rate Measles 

CS/MEBSH 60% 50% 17% (66 %) 8% 

DIST. CAYES* 46% NA 38 % NA 26 % 

Vaccination Coverage of 
Women Ages 15-49 Years (from WMTS) 

AREAS 
COMPARED TT-1 TT-2 Dropout Rate 

DIST. CAYES* NA 10.3P f w h s t e r )  NA 

*information taken from 1990 District Repic 



ORT - According to a May 1991, m d o m  survey 71 % of women heard of ORS packets 
and 44% knew how to prepare them. The team's household sample of 100 mothers with 
children under two years of age showed 72% of the mothers said they would con?inue to 
give food and liquid to children with diarrhea. 

NUTRITION - The team's household swnpling showed 79% of one-year-oIds were 
weighed at least 4 or more times. Fif-ty-seven percent of the 23 health promoters 
interviewed knew how to interpret the growth chart curve. Nearly all promoters know 
that important advice for mothers is to give undernourished children beans and rice 
cook& in additional oil. 

CHILD SPACING - Twenty-one of the 75 promoters received training from the module 
presently being taught (#3) which includes child spacing. fight of the 2 1 were 
interviewed and all of them defined family planning as parents having children when they 
want to as long as they can take good care of thiem. NwIy all of the mothers 
interviewed during the team's sampling knew about child spacing, According to the May 
1991 mdom survey, 1 1 % were using birth spacing techniques. The end-of-project 
objective is 25 % . 

>- 

LESSONS LEARNED 

1. The CS field staff learned late in the project the need for establishing priorities. 
E.g., collecting baseline data after establishing services distorts and diminishes the value 
of the data. 

2. If all the professional staff had understood and appreciated the merits of the CS 
proje~t, especially during the planning phases, some tension could have been avoided 
during the stressful project launching stages; the MEBSH staff would have also felt a 
closer relationship to the project, 

3. Had the complexities of the financial management aspects of the project been better 
appreciated in the beginning, a qualified bookkeeper would have been engaged earlier on 
in the project. 

4. Even had there not been problems of political instability, three years is not sufficient 
time to determine project Seas, identify/hire and train more than 150 people, establish 
functioning community health committees, establish and supervise 42 health posts, 
conduct baseline data surveys, develop a healthlmanagement information system, develop 
an Information-Education-Communi~tion (PEC) system and still have a significant impact 
on the health status of the target population. 

5. Had USAID Mission funding not been made cvailable for the next two years through 
the non-government organization (NGO) called AGPS (Association for Private Health 



Organizations), it would have been extremely difficult for WRC and MEBSH to meet 
payroll for 5 auxiliary nurses and 4 animators. Other expenditures for training, 
transportation etc. would dm have p o d  problems. 

6. The reporting structures required by AID and set up by WRC could have been used 
more effectively in the field to enhance the management aspects of CSIMEESH. 

7. Attaining community participation in CS activities t~ the pint where the community 
feels ownership of the Project is time consuming but critical for susainability, 

CONCLUSIONS 

CS/MEBSH has achieved or surpassed most of the objectives set fQrth in the Cooperative 
Agreement, DIP and MTE. In doing so, the Project b s  assisted communities to build an - 

excellent health infrastructure -- a major fhctor towards sustaining CS Project activities. 
With continued financial assistance, CS/lt4EBH will be able to assist more communities 
to develop health infrastructures and to help them begin generating their own funds -- the 
other major factor for sustainability. 

It should be noted that vaccination coverage is low, md understandably so, because most 
of the health posts bewne operational tofvard the end of the Project. Vaccination 
sessions are held bi-monthly and not enough time has passed to permit the majority of the 
children to receiv? the third dose of DTP/plio. Health post accessibility, though, is 
good because over 70% of children-under-one received their first dose of DTP/polio. 

RECOl'WIE~ATIONS 

1, The MEBSH CS project should begin prepring for the time when outside financial 
assistance either dimtzishes or ceases completely. Some options for consideration to help 
with sustainability of services me: focusing more on income generating projects; 
encouraging community responsibiity for providing more health service personnel; 
initiating cost recovery through fees for service; ~btaining more MOH assignee(s); or any 
combination of these options. 

2. Country nationals should assume leadership roles in the CS project as soon as 
qualified persons can be identified and trained (training funded by the CS Project). This 
does not exclude expatriates from assisting nationals in leadership positions. However, 
health projects should not be dependent indefinitely on expatriate direction and assistance. 
Dependence upon volunteer expatriate leadership raises again the question of 
sustainability. 
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3. Continue expanding the number of health zones and developing hwlth infrastructures 
at the community level much the same way as was done during the first three years of 
CS/MEBSH -- taking advantage of the lessons learned. 

4. Develop a simple, uniform, managementlreport form to be used at the health post, 
community (health committee), and centraI (CSfMEBSH) levels. (See Appendix U for an 
example.) , 

5. Engage a micro-enterprise specialist as a short-term consultant to meet with the 
health commjttees and help them determine the feasibility of their income generating 
projects and women's poverty lending projects. 

B. EXECUTIVE SUMMARY, WRC CHILD SURVIVAL PROJECT - 24 JULY 1991 

A final evaluation of the A D  fianded CS Project undertaken by WRC in collaboration 
with MEBSH was conducted at Headquarters in Wheaton, Illinois, and in the field at . 

Bonne Fin, Haiti. 

Both agencies being new to CS Project Grant operations and to each other got off to a 
slow and difficult start. Political instability in Haiti, delays in funding and general 
misunderstaadings also contributed to a stressful beginning. However, working together 
and learning as they went, they became a good team and accomplished or surpassed most 
of the objectives that were set forth in the Cooperative Agreement, DIP, and MTE. 

Although communications are difficult between WRC and MEBSH, requests from the 
field were responded to in a timely fashion--less than one week. W ' s  CS Director and 
Administrative Coordinator provided technical and administrative assistance to the Project 
during their nine visits to the field. Visits were usually initiated by headquarters, Policy 
was largely set by MEBSH, the CS Project implementor, with guidance from head- 
quarters, the Project facilitator. Headq-w provided a training wnsdtant to the Project 
during the critical start-up phase with a follow-up visit the following year. 

WRC now has two full-time public health specialists and a part-time public health 
consultant at headquarters. WRC also has expertise in accounting, financial management 
and micro-enterprise development. Thc combination of supplementing its own expertise 
with outside consultants proved to be effective in the CS Project in Haiti and gpparently 
in two other countries as well. CSIMEBSH expressed a desire to continue working with 
WRC . 
WRC always had sufficient cash on hand to meet funding requests from the field. The 
maximum time required to send money to the field was one week. However, 
disbursement of money was wntingm.t on W C  receiving the necessary financial and , 

progress reports from the field beforehand. WRC provided $2,600 more than its agreed 
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upon share of $83,500 in the cost sharing budget. AID'S share was $249,000. As agreed 
upon with AID, WRC's share of the budget was spent on a pro rata basis. The Prcject 
overspent about $1 1,000 in the procurement category of AID9 s budget, but approximately 
$30,000 remains of AID'S total budget to last until the end of Project, September 30, 
199 1. 

WRC's partnership with an indigenous organization which was established and providing 
health care sewices avoided a lot of start-up casts. Change in health behavior and 

. , 

development of local health infrastructure as reabed by the CS Project in Bonne Fin 
helps ensure the sustainability factor. These achievements, making the best of a difficult 
beginning, and the vast experience gained by WRC and MEBSH make them excellent 
candidates for additional CS grants. 

II. ACKNOWLEDGEMENTS 

The consultant, cm the team's behalf, would like to thank the forty persons listed in this 
document with whom the team worked. .He is especially grakfbl to Drs. Muriel EImer 
and Hubert Morquette for their "above and beyondw participation. And thanks- to the 
people who make it all worth while - the community. 

111. ABBREVIATIONS 

AID Agency for International DeveIopmen t 
AOPS* Association of Private Health Organizations 
A H  Acute Respiratory Infections 
BCG Bacillus Calrnette Guerin 
CAT Anti-Tuberculosis Agency 
CHP Community Health Program 
CPPN* Pre and Post Natal Clinics 
CS Child Survival 
CSS Christian Service Society in Bangladesh 
DIP Detailed Implementation Plan 
DPT Diphtheria-Pertussis-Tetanus 
EPI Expanded Program of Immunization 
EPS End of Project Survey . 

FES Final Evaluation Survey 
H/MIS Hdth/Management Information System 
ICC International Child Care 
IEC Information, Education and Communication 
IHE* Haitian Institute for Children 
INSA International Service for Health Associations 
IRD Integrated Rural Development 



KAP Knowledge, Attitude a d  Practices 
NOH Ministry of Health 
MSPP* Ministry of Public Health and Population 
MTE Mid-term Evaluation 
MEBSH Mission Evangelique Baptiste Sud d'Haiti or 

Scuthern Haiti Baptist Evangelical Mission 
NA Not Available 
NAE National Association of EvangeZicals 
NGO Non-goveinmental Organization 
OPV 0d Polio Vaccine 
ORS Oral Rehydration Salts 
ORT Oral Rehydration Therapy 
REACH Resources for Child Health 
PVO Private Voluntary Organization 
TBA Traditional Birth Attendant 
1T Tekqus Toxoid 
VACS Voluntary Agencies for Child Survival (VACS) 
WRC World Relief Corporation (CS WQ, PVO in U.S.) 

* French acronyms were given English translations 

- IV. PURPOSE OF EVALUATION 

The purpose of the final evaluation is to assess the accomplishments and impact of World 
Relief Corporations's Child Survival Project in fIaiti; and to evaluate WRC's headquarters 
performance in providing oversight and support to field activities. Project performance 
and effectiveness is measured against the goals and objectives established in cooperative 
agreement OTR-0536-A-00-7224-00 from June 1987 through September 1991. (See 
Appendices B and C for detailed scopes of work.) 

V. METHODOLOGY 

In accordance with USAD guidelines for end-of-project evaluations, an independent 
public health consultant, Harry Godfrey, assisted by staff of WRC, primarily Dr. Muriel 
Elmer and Ms. M q  Connor, assessed m C ' s  CS Project at fieadquarters in Wheaton, 
Illinois by reviewing CS Project related documents and interviewing appropriate W C  
staff membe~s. 

After spending three (July 1-3) days assessing WRC headquarters' performance in 
providing technic& and financial oversight and support to their field counterpart, 
MEBSH, Dr. Eimer and Godfrey went to visit MEBSH in Haiti on July 4- They were 
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1 -  - joined there by Dr. Hubert Morquette who assisted with the evaluation of rhe 

I 
Dr. Phillipe Hirsch, who was to be the second extend evaluator, was unable to be with 
the team. However, Dr. Pierre Joseph, MOH epidemiologist for the Southern Region of 
Haiti, provided much appreciated assistance to fie team. 

The team discussed the CS Project with staff from USAID/Haiti, Ministry of Hedlth, 
IMEBSW and other NGOs involved in CS activities. Field records and documents were 
reviewed; fidd volunteers, community members afnd officials were interviewed; 
questionnaires on mostly technical aspects of CS were prepared by the team and answered 
by field staff, volunteers, and health committee members. A survey instrument was also 
prepared and used for mothers (100) with children under two years of age. 

Four days were spent irr the field (hfy 9-12) observing vaccination and vaccine 
conservation procedures, ORT activities, vitamin-A distribution, weighing of babies, 
nutrition counseling, birth-spacing counseling, record keeping and data collection. 
Mothers were interviewed to determine vaccination status, knowledge of ORT, birth 
spacing, etc. 

A summary of the results of the evaluation was drafted and debriefmgs were held with 
MEBSH, USAID, MOH and AOPS. 

W. MEBSH BACKGROUND (INDIGENOUS PVO IN TEE FIELD) 

MEBSH is an indigenous PVO that administers Hospital Lurniere, several clinics, a radio 
station, a mraI development progmn and the Child Survival Project. The Offiw- for the 
Southern Region of the Ministry sf Public Health (MSPP) authorized MEBSH 
(Authorization # 316 dated February 17, 1984) to conduct community health activities 
wit9in a 16 k.m radius of Hospital Lumiere in the community of Borne Fin located in the 
Di3+ct of Les Cayes. The areas listed in the authorization are in the central portion of 
Raiti's Southern Region. The areas are called Vallee de Plaisance, Marc, Labiche, Gros 
F&-xi~, Nan Dezi, Biron and Sudre. Vallee de PIaisance was the only area where any 
signifks9t CS activities were carried out by MEBSH prior to the AID assisted CS 
PmjeG2. 

The CS Project is in a rugged mountainous area traversed from nortR to south by one all- 
weather road. Other roads in the area are few and iil poor condition. Transportation is 
by private $3~: -wheel drive vehicles, rnot~rcycles, donkeys, walking and/or public buses 
along the main road. Travel times within the region can be quite time consuming, 
particularly during the rainy seasons. 



The project area is divided into seven natural maes. CS activities are on-going in four of 
them. Residents live in smdf settlements that rue widely dispersed and earrn their living 
primarily by subsistence farming. The climate is temperate and the soil fertile and well- 
watered desgite the serious effects of deforestation. Primary crops include coffee, corn, 
beans, millet and tuberous starches. 

CS project staff consists of a manager, adminisirator, two nurse trainersisupe~sors, five 
auxiliary nurse trainers/suprvisors, a h d t h  educatoritrainer, four animators, a 
bookkeeper and a statistician. The four animators, exh living in their respective zones, 
are responsiW for raising awareness of community health issues and enmuraging the 
formation of a community health co~mittee for each zone. These community hdth 
committees in turn nominate and elect h d t h  prcmoters for the various sectors within tfre 
zones. The health promoters are then trained by project staff to function in their 
communities. The five auxiliary nurses oversee the various ralIy posts (health posts) 
established in each zone. 'Fwo government vaccinators and one TB agent from the 
tuberculosis center have beai employed g: rt-time this year to assist In delivering EPI 
services at these health posts since the workload has increased dramatically. The auxiliary 
nurses also oversee the CPPN clinics held rnonthlv in each zone to provide mothers and 
newborns with pre- and post-natal care, tetanus toxoid, vitamin-A and BCG. 

VII. FIELD RESULTS 

A. Primary Focus and Use of Funding 

E B S H ' s  Community Health Program, assisted by WRCiUSAID's cost sharing CS 
Project, was able to expand its CS services not only in nurnber of interventions but 
geographically as well. Prior to initiating the CS Project, MEBSH was providing limited 
vaccination and nutrition surveillance services in eight l l d t h  posts. 

CS/MEBSH is now providing vaccination, ORT, growth monitoring, nutrition counseling, 
vitamin-A distribution, health education and child-spacing counseling services in 42 health 
posts bi-monthly with plans for continued expansion to other geographic areas. 

CS/MEBSH is dso providing monthly pre- and post-natal s e ~ c e s  in each of the four 
zones including vitamin-A capsules for women post-parturn less < 1 month and BCG for 
newborns. 

Ei. PVO Organizational Development 

Aher an arduous three years of CS FVoject development, an impressive, grass roots level 
health infrastructure was put into place. MEBSH's Community Health Program staff 
learned to improve work plans and schedules, establish objectives, determine priorities, 
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improve records systems and reporting procedures, develop IEC materials, establish an 
H / M S ,  collect baseline data, mnduct surveys, recruit and/or train numerous staff 
members and volunteers. 

1. Personnel and Vokinteers 

The following personnel and voIun&rs were identified, mwited, trained, and are 
engaged in CS Project activities: 

five auxiliary nurses 
one h d t h  educatorlbrainer 
four community animators 
seventy-five beattb promoters 
thirty-two traditional birth attendants + 16 prior to CS 
eighty-three community health committee members 

The five auxiliary nurses, in response to a 15 question test on 'bchnical aspects of 
vaccinations, vaccine conservation, diarrhea, dehydration, vitamin-A supplements, 
nutrition, and child-spacing, anzwered correctly, on average, 96% of the questions. The 
nurses also knew that 30 minutes of steaming or boiling time is necessary for sterilization 
of equipment even though all vaccination needles and syringes used in the CS Project are 
disposable. (See Appendix H for example of questionnaire.) 

The four community animators, trained to help communities to organize and to help 
motivate community health committees and community members, took a test similar to 
that of the nurses (but designed for animators) answered correctly, on average, 75% of 
the questions. (See Apndix  I for animaiors' questionnaire.) 

The 75 volunteer health promoters (all literate), selected by the community health 
comniittees to help with the health education and motivation of the community, continue 
to receive baining in immunization schedules, diarrheal disease control, nutrition, 
vitamin-A schedules and child spacing. Twenty-one of the promoters were tested on 
what they need to know to do their jobs (growth monitoring, nuorition counseling, child- 
spacing counseling, vaccination schedules, etc.). They answered correctly, on average, 
84% of the 23 questions. (See Appendix J for health promoters' questionnaire) 

Four Community Health Committees were established and are functioning in each of the 
four zones. Tfney all met at least once a month during the past six months. The 
committees idmtified health promoters for their zones to be trained by CS Project staff. 
They helped eskblish a total of 42 functioning health posts pi-monthly) and four pre- md 
post-natal clinics (monthly). They identified and twk action on several health problems 
such as providing plumbing training for a villager to repair pipes for their water supply; 
establishing pre- and post- natal clinics in all four zones to help reduce maternal and 
infarrt morbidity and mortality. (See Appendix K for committee questionnaire) 

10 
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2. HealthIManagement Information System @$/MIS) 

In the process of developing a hdWmanagement information system, CSIMEBSH 
completed a census in all the areas of operation. Bformatioa from the census has been 
entered into the CS Project's computerired system. Those persons in the m s u s  targeted 
for vaccinations are maintained in the system by name, area, age, date of vacchtion, 
antigen and series. This is ideal and would pennit complete surveillance of subjects 
delinquent in vaccinations - if it were feasible. Perhaps it could be feasible (not 
practical), provided that the census is cumplete and upto- date; all vaccinations are 
recorded, reported and entered; dl newborns are reported and entered; all females 
reaching child-bearing-age are identified and entered into the system; and all women and 
children becoming too old for vaccinations are programmed out of the system. 
Although time limitations did not permit an indepth Rview of the HAHIS, it appeared 
that the developing system is too ambitious and too cump1x and Bas yet to deal with 
major needs. E.g., how many vaccine receive services from other zones or health 
jurisdictions (they are not being recorded), how many children are seen with diarrhea and 
the disposition of those cases, how many children are losing or not gaining weight, how 
many under-weight children are rehabilitated, etc. 

It is necessary to maintain an effective records system at dl levels of service. It is not 
necessary though, nor is it feasible, for a central records system in Bonne Fin to keep 
detailed and up-to-date information on the health status of each targeted individual in its 
area. Emphasis should be placed fxst on providing services to the people and less on a 
records system. If the emphases are wrongly placed the system needs to be revised to 
accommodate services and not vice versa. E.g., if maintaining a log book at a vaccination 
clinic takes so much time that some children may not receive their vaccinations, either 
because the mothers couldn't wait, or time ran out, or mothers refused to return because 
it takes so much time, then a simple check mark to note what antigen and series was 
given to which age group is all that is required for record purposes. The personal 
vaccination card serves as the record by name. 

Health p s t  reporting should be on a simple, uniform, preferably one-page form with a 
copy maintained a the health post or by the local person responsible for the post. This 
would permit operation of the post independent of a central records system. A 
compilation of all the health post reports should be compiled on an identical form by a 
member (or designee) of the health committee of the zone and a copy forwarded to 
CSJMEBSR in Bonne Fin. It is far more important that the local area people know and 
keep track of who is delinquent in vaccinations or who needs help to improve the health 
status of their families than it is to receive information from another source that may or 
may not be accurate, comprehensive or timely. 

What is necessary for a central records system is to h o w  how many people are in its 
area, how many of those people need s e ~ c e s  and how many of those people are getting 
services. It is not necessary to know the names of those people, but only to know why or 



why not they are getting the best possible service. On the other hand, the authorities at 
the community level may need tn h o w  who their residents are by name; and the 
informatior. that exists at CS/MEBSH should be made available to those authorities for 
them to keep the information up to date. 

With some updating/revisions of reporting forms and adjustments in programming, the 
system would know how many children are seen with nutritional deficiencies and are 
getting help; how many children are visiting the posts because of diarrhea and what is 
being done about it; how many women (and what %) are coming to pre- and post-natd 
clinics; what services are women receiving; if there are sufficient vaccination cards, 
vaccines, needles and syringes and other supplies available at the health posl; etc. .All 
this HIMIS information is possible to obtairi and maintain without further over-burdening 
a system that, if not checked, wiU become more unwieldy. 

It is important that the WMIS not only be able to manage effectively the zones currently 
in operation but to manage additional zones as well. Well designed, simple report forms 
mi-monthly or quarterly) should reveal not only if a health post is functioning, but what 
services are being provided to how many people, and how well. Those posts reflecting 
poor performance on their reports would be targeted for increased supervision. 
(See Appendix U for sample of reporting form) 

3. f nformation, Education and Communication (IEC) 

Positive results from written tests given auxiliary nurses, animators, health promoters and 
community health committee members as well as interviews with mothers, attest to 
effective IEC activities. Among the impressive tools used for IEC are the health songs. 
See Appendices M through T for informative songs on vaccinations, tetanus, TB, AIDS, 
oral rehydration, hygiene, breast feeding and family planning. 

C. Improvement in CS Design and Implementation 

During the mid-term evaluation some objectives were changed and many (66) 
recommendations were made to improve project design and implementation. The project 
responded to the recommendations of the MTE and are described in detail in Appendix D. 

The grass-roots health infrastructure that was built by MEBSWCS is evidence that 
community behavior regarding health has improved dramatically: 

community h d t h  committees were established and are functioning in each of the 
four mnes; 

forty-two health posts (34 under the CS Project) were established and are 
functioning bi-monthly in all zones; 



pre- and post-natal clinics were established and are functioning monthly in each of 
the four zones; 

seventy-five community health promoters were identified, and trained and are 
functioning in the four zones; 

thirty-two traditional birth attendants were identified and W e d ,  joining the 
sixteen previously trained birth attendants - aI1 fofsy-eght are currently functioning 
in the four zones. 

MEBSWCS interventions address the major causes of infant and child mortality in thi= 
four zones: 

vacc'inations are provided bimonthly in 42 health posts in the four umes against 
measles, polio, tetanus, pertussis, diphtheria, and tuberculosis; 

ORT is provided and taught at all 42 health posts to treat children with diarrhea; 

babies are weighed routinely, results recorded on growth charts and mothers 
counseled on the resuIts at all the h d t h  posts; 

mothers are counseled on the advantages of child spacing; 

children with acute respiratory infmtions (AH) were not intended to be included in 
the child survival plans; however, the CS Project area is fortunate to have an 
excellent mission hospitaI where ARl cases can be referred- 

D. Effectiveness, Impact of Services 

Results of the MEBSH/CS initiative during the past three years are charted below. 
Source of data is from Health/Management Information System (H/MTS), End of Project 
Survey (EPS), or Final Evaluation Survey (FES). Date of source of data is included. 
Any revisions of objectives recommended by the mid-term evaluators are shown in the 
last column. For details of data, see Appendix E. 



ORIGINAL 
DESCRIPTION OBJECTNE 

SOURCE REVISED 
OF DATA BY MTE RESULT 

28 % 1. Women 15-49 yrs 25 % 
to get 'IT-2 

FES 7/91 Eliminated 2. Pregnant women to 60% 
to get TT-2 

3. Mothers continue food, 50% 
liquid for children w/ 
diarrhea 

EPS 5/91 40 % 

4. Mothers know how and 50% 
use ORS for children 
W/ diarrhea 

5. ChiIdren 0-59 mos. 50% 
weighed 4 times yearly 

(see Appendix E) 

(see Appendix E)70% 

Eliminated 

6. Chiidren losing wt. to 50 % 
be weighed bi-monthly 

7. Children must show 50 % 
weight gain 

8. Children to receive 50% 
vitamin-A 

(see Appendix E) 

9. Mothers receive vit-A 10% 
1st mo. post parturn 

FES 7/91 30 % 

10. Couples using birth 10% 
spacing methods 

EPS 5/91 25 % 

1 I .  H. comrni t~s  funct. 4 Observed 

Obsewed 

Observed 

12. H. posts functioning 4060 

13. H. promoters trained 70/80 
and functioning 

Observed 14. Community animators 3 
trained & functioning 



- e 
ORIGINAL SOURCE REVISED 

D E S C ~ O N  OBTECTTVE RESULT OF DATA BY MTE 

15. Auxiliary nurses 4 5 Obsemed 
trained & functioning 

16. Haitian as Director, 1 I (See appendix E) 
Community H. Services 

17. Haitian h. educator/ 1 1 Observed 
trainer trained 

18. Traditional birth 20130 40 Observed 
attendants trained 

19. H d t h  training 
curricula revised 

20. Baseline data survey 

2 1. Purchase computer 
& other equipment 

Completed in 1990 

Completed Dec. 1989 

Completed 1989 

22. Develop W/MIS Functioning in 1989 

D. I Vaccination Coverage 

Vaccination coverage is not good because most of the health posts were operational less 
than six months at the time of the evaluation. Reliabiiity of the informiion is 
questionable. E.g., the number of children under one year of age should be closer to 
1,000 rather than 370 as reflected in the foIIowing tables. The totals of the FOUR 
ZONES do not correspond with the combined totals of the individual zones @/MIS 
PM~OU~) .  



VACCINATION STATUS OF CHILDREN, O - 59 MONTHS 
(SOURCE: HJMIS 7/91) 

ZONE ONE - PUISANCE 

AGE/ N0.OF 
MOS. CHILD. DTIPIP-1 DTP/P-3 DROPOUTS MEASLES BCG 

ZONE TWO - LABICHE 

AGW NO.OF 
MOS. CHILD. DTPIP-1 DTPfP-3 DROPOUT MEASLES BCG 

ZONE THREE - CHANGIEUX 

AGE/ NO.OF 
MOS. CHILD. DTPIP-I DWP-3 DROPOUTS MEASLES BCG 



ZONE FOUR - TRBIS MANGOTS 

AGE/ NO.OF 
MOS. CHILD. DTP/P-1 DTP/P-3 DROPOUTS MEASLES BCG 

ALL FOUR ZONES 

AGW NO.OF 
MOS. CHILD. DTPIP-1 DTP/P-3 DROPOUTS MEASLES BCG 

+ age breakdowns different than those from individual mnes 

VACCINATION STATUS OF WOMEN, AGES 15 - 49 YEARS 

TETANUS TOXOID - 2ND DOSE - BY ZONE 

(SOURCE: WMIS 7/91) 

NO-OF NUMBER PERCENT 
ZONE WOMEN VACCINATED VACCINATED 

1 - Plaisance 1235 426 34.5 
2 - Miche 1770 395 22.3 
3 - Changieux 0883 422 47.8 
4 - Trois Mangots 1033 - 173 - 16.7 

TOTAL 4821 1416 29.4 



- 
D.2 Disease Surveillance 

Dr. Morquette reviewed hundreds of Lumiere Hospital records to establish the number of 
hospitalized cases and deaths due to tetanus, neonatal tetanus and diarrhea/dehydration 
during the past ten years. This should be helpful to measure the impact of CS Project 
inkmentions in the future. Cases and deaths due to measles and pertussis should be 
reviewed as well. When date of birth, date of onset of disease, and &te(s) of vaccination 
is recarded in the records an analysis of disease transmission is possible. 

The records review showed that six cases of neonatal tetanus were admitted to the hospital 
from 1981 through 1990. Half of them died. During the same time period, 60 cases-of 
other- tetanus were hospitalized and neatly 113 (18) of them died. 

Twenty-two children under five years of age from the Sonne Fin area were admitted to 
the hospital in the last ten years far diarrhea and dehydration. Fifteen of the cases were 
severe of which two died. Both were treated with ORS and I.V.' solutions. The other 20 
cases were treated with ORS only -- four of them had nasal. gastric tubes. The 22 
children spent an average of 16 days each in the hospital. 

Ninety-two children under five came from areas outside Borne Fin and were hospitalized 
for the same pathology (dehydration-diarrhea) of which 15 (16%) died. 

E. PVO, Host Government Cooperation 

CSIMEBSH has a good working relationship with the Ministry of Health (MOH) at the . .. ---.-'C central, regiocd am! district !eve!s. h 1984 the ?-OK fomaIly- author- m m n  to 
provide health services in the Bonne Fin area in the District of Cayes. The MOH 
supplies MEBSH with vaccines, needles and syringes, Vitamh-A capsules and various 
health cards and report forms. The Ministry provides the CS project with technical 
guidance and technical assistance (vaccinators). Dr. Joseph, the Ministry's epidemiologist 
for the Southern Region, assisted with the final evaluation of CS/lWISW. ME;BSH 
provides monthly activity reports to the Ministry. 

The Haitian Child Institute provided technical assistance to CSIMEBSH to collect baseline 
data and conduct KAP surveys. Other agencies involved in CS such as Intcmational 
Ctild Care (ICC) and World Concern provided information on training strategies and 
resources for training materials. A short-term training consultant from International 
Services for Health Associations w S A )  assisted the Project for two/three weeks in 1988 
and 1989, AOPS (Association fur Private Health Organizations) has provided the CS 
project with some funding for a feasibility study in the past and will fund the continuation 
of the project for the next two years. 



F. Sustainability 

In order to enhance the sustainability of a CS Project, WRC chose as a partner a local, 
viable PVO in Haiti that was already involved in community health activities. MEBSH 
has demonstrated its capability to develop and maintain its own health structure. It has 
been involved in community health with emphasis on maternal and child health since 1984 
-- four years before receiving A D  funding for CS through WRC. 

MEBSH'S intentions are ts continue CS activities with or without specific CS Project 
assistance. M C ' s  intention is to continue to assist CS/MEBSH in the future when it 
can; but it won't be able to do so to the extent it did under the AID/WRC CS Agreement. 
WRC is presently considering covering the training costs for the next phase of the Project 
which are not covered under the grant obtained from AOPS. (CSlIblEESH just received a 
two-year, $180,000 g m t  through AOPS, an AID funded organization.) CS/MEBSIJ, 
benefitting from lessonslearned in long-term planning, is considering a proposal with 
WRC for a second centrally-funded CS grant as a follow-on to the AOPS grant. 

Health services provided by PVOs have been going on f a  so long and so extensively in 
Haiti that they could be regarded as part of the public health infrastructure. Cooperation 
and collaboration between the MOH and the PVOs have a long history in Haiti and 
probzbly will continue for a bng time to come. 

The government provides PVOs with some commodities, technical assistance, neatth 
policies and guidance while some PVOs provide staffed medical facilities and, even more 
important from a prirnary-healthare point of view, assistance to communities to help 
them develop their own health service capacity, CSIMEBSM has provided such 
ssis~&-,ee 

Community action to help establish health services is the most important part of the 
sustainability equation. Although funding would appear to -be equally important, some 
communities, with sufficient assistance to help them organize and fund sound income 
generating projects, could become less and less dependent on outside funding for h d t h  
services. 

The development of the community health infrastructure from elections of health 
committee members to the training of TBAs and health promoters are the most critical 
indicators used to track Project sustainability. Using these indicators, the number of 
community health committees and sub-committees established and functioning (6), the 
number of health promoters elected, trained and working (75), the number of TBA's 
identified and trained (40), and the number of h d t h  posts established, functioning and 
reporting routinely (42) are evidence of the change that has occurred In CS Project 
sustainability . 



Concerning the financial part of the sustainability question, wst recovery (fees for 
services) has not yet been attempted. Income generating projects, though, have been 
initiated in each of the four zones. 

Zone I, Plaisance, started a cattle raising project in September 1990. A disagreement 
between contracting parties intempted the pruject and the $1,500 lam was returned. A 
fish pond project is under consideration. 

Zone 2, Labiche, finished a water project arid is planning a community store project. 

Zone 3, Changieux, bornowed $500 to butcher a mw weekly to combat malnutrition in 
the community and it's working well. 'Fhe h d t h  committee requested and received 
authorization from the MOH to assume responsibility for the day-to-day administration 
and supervision of the Changieux health clinic. The committee subsequently arranged for 
medical supervision of the chic to be provided by the Lumiere Hospital. 

Zone 4, Trois Mangots, just borrowed $1,000 in May 2981 to start a food storage 
project. The sub-committee in Vassal dm recently borrowed $500 to start a pig raising 
project. .. 

No Project costs have been covered as yet by income from the above activities and it is 
premature to judge what impact the activities will have on financial sustainability of the 
CS Project. It would seem prudent, though, to provide some expert assistance to the 
communities to help insure the success of income generating projects. 

G. Project Finances 

CS/MEBSH 's projected AIDfWRC three-year funding was $285,000 of which $258,400 
were actually spent as of May 30, 1991- The balance of $26,600 is obligated through the 
end-of-project, September 1, 1991. '%his amounts to between $3 and $4 per year per 
person for approximately 26,000 people in the CS Roject area. 

The Project exceded the budgeted amount on the line item for "procurementw by 30%. 
Nearly $60,000 was projected and $85,400 was spent. Salaries are included in this line 
item. 

The major portion of t!!e recurrent budget is for personnel which is reasonable because of 
extensive training, teaching, educating, motivating and organizing that is essential for 
developing health infrastructures at the community level. This is a difficult and time 
consuming task which is perhaps best done by PVOs. And in order to make the task cost 
effective it is essential that the CS Prcject expand the development of health infrastructure 
to more communities and ensure that the communities themselves assume responsibility 
for ~~iaintahhg/sustai~~ig health services. 



VIII. LESSONS LEAFaED FROM THE FIELD 

1. The CS field staff lamed late in the project the need for establishing priorities. E.g., 
collecting baselie data after establishing services distorts and diminishes the value of the 
data. 

2. If all the professional staff had understood and 2.pprecia"d the merits of the CS 
project, especially during the planning phases, mme tension wuld have k e n  avoided 
during the stras5aI project hunching stages; the MIEMH staff wodd have also felt a 
closer relationship to the project. 

3. Had the complexities of the financial management aspects of the project been better 
apprecia+& i~ the bc@nning, s qua& k~ r would have been engaged earlier on 
in the project. 

4. Even had there not been problems of political instability, three years is not sufficient 
time to determine project areas, identifylhire and train more than 150 people, establish 
functioning community health committees, establish and supervise 42 health posts, 
conduct baseline data surveys, develop a healtldmanagement information system, develop 
an Information-Education-Communication (IEC) system, change behavioral patterns in the 
community and still have a significant impact on the health status of the target popuhtion. 

5. Had USAID Mission funding not been made available for the next two years through 
the non-government organization (NGO) called AOPS (Association for Private Health 
Organizations), it would have been extremely difficult for WRC and MEBSH to meet 
payroll for 5 auxiliary nurses and 4 animators. Other expenditures for training, 
transportation etc. would also have posed problems. A basic tenet for undertaking 
projects that provide preventive and curative health services is the necessity 
to be able to sustain those services. 

6. If Haitian leadershi? with appropriate credentials had been pursued more rigorousIy 
by MEi3SH one year ago when Dr. Morquette announced his departure, a Haitian may 
now have been available to be the Director. 

7. Had adequate financial and programmatic reporting systems been put in place at the 
beginning of the project, several difficulties could have been averted. Finances could 
have been managed more effectively, overspending in the procurement category could 
have received prior approval and project activities might have moved along at a better 
pace. 

8. If clear objectives and precise indicators had been identified at the onset of the 
project and been built into a manual WMIS, many subsequent problems could have been 
averted. Progress could have k n  measured continuously and appropriate management 



decisions made throughout the time of the grant. A manual WMIS could have provided 
an adequate backup when the project was plagued with computer difficulties. 

9. The provision of vitamin-A capsules is, at best, a questionable solution to a 
questionabIe probfem in the Bonne Fin area where vitamin-A-rich produce grow in 
abundance. Strong emphasis should be placed on teaching/cornmunicating the benefits of 
using narrlraI sources of vitamin-A in the diet. Focusing 02 this type of health behavior 
helps contribute to the sustainability of the Project's efforts. (Xf government policy is to 
give vitamin-A to women andlor children in all areas of the country, then that policy 
must be respected until the question is raised with the MOH and the policy subsequently 
changed. ) 

10. The poverty in the CS area points to a need for some sort of income generating 
scheme for mothers that would help them raise their standard of living and hopefully help 
them to provide better health among their children. 

11. The reporting structures set up by WRC and required by USAID were not used well 
as learning/assessrnent tools which could have enhanced management decisions in the 
field. This problem should be studied more carefully so that reporting becomes part of 
the management process at the community level as well as the MEBSH level and on up 
through the MOH levels. 

12. It takes time to get community participation in a CS project. Initial goals should be 
modest in order to allow time to get the community on board to the point where 
community leaders feel ownership of the project. This is a critical building block in any 
structure to be sustained. 

13. Health volunteers are essential, especially at the community level. Those who are 
not dedicated soon leave. Those who are dedicated should not be overwhelmed with 
work. Free medical care and per diem for training sessions provide incentives for 
volunteers but should not be htemteted as salaries. Otherwise, sustainability bezomes a 
problem. 

IX. RECOMMENDATIONS FOR THE FIELD ( ) = person responsible & time 

1. Tbe MEBSH CS project should begin prep&ng for the time when outside financial 
assistance either diminishes or ceases completely. Some options for consideration to help 
with sustainability of services are: focusing more on income generating projects; 
encouraging community responsibility for providing more health service personnel; 
initiating cost recovery through fees for service; obtaining more MOH assignee(s); or my 
combination of these options. (Steven Nelson - measurable progress by the end of 1992) 



2. Country nationals should assume leadership roles in the GS project as soon as 
qualified persons can be identified and trained. This does not exclude expatriates from 
assisting nationals k leadership posiQons. However, health projects should not be 
dependent indefinitely on expatriate direction and assistance. Dependence upon volunteer 
expatriate leadership raises again the; question of sustainability. (Chavanne Jeune - 
meastr~ble progress by the end of 192) 

3. Continue expanding the number of health zones and developing health infrastructure 
at the mmmPmity level much the same way as was done during the first three years of 
CS/ME;dBSM - taking advantage of lessons learned. (Steven Nelson - measurable progress 
by the end of 1992 and again ia 1993) 

4. Develop a simple, uniform ~ e m e n t l r e p o r t  form to be used at the h d t h  post level 
and two copies forwarded to the community health committee of the zone far compilation 
on an identical form. The health committee should send a copy of the compilation and a 
copy of each health post report to CS/MEBSH in Bonne Fin. The reporting schedule will 
be determined by the frequency of the health post sessions (bi-monthly for the moment). 
(Wilson Macenot - before April, 1992) 

5. Review the MOWS policy of oral rehydration therapy and if the policy, in the absence 
of ORS pwkets, is to promote increasing intake of fluids and not sugar/salt solutions, the 
policy must be respected. ORS packets should be made avz..lable at least at all health 
posts and preferably should be available in all househoIds. The packets muid be sold so 
that they can be restocked as needed. (Steven Nelson - before h k c h  1992) 

6. Review the MOH's poLicy of supplementing vitamin-A in children under-five and if 
policy does not require it, determine whether it is necessary in the Bonne Fin area; and if 
the time, effort and expense of vitamin-A distribution could be better spent on more 
crucial health care needs. Vitamin-A requirements in the Bonne Fin area may be best 
dealt with through nutritional education. (Great for sustainability m). (CS/MEBSH 
Consultant, Dr. Hubert Morquette - before March, 1992) 

7. Engage a micro-enterprise specialist as a short term consultant to meet with the health 
committees and help them determine the feasibility of their income generation projects 
and a women's poverty lending project. Make more money available to these committees 
along with more stingent criteria $or use of the money to help ensure that these projects 
are a success. (Chavanne Jeune - Before March, 1992) 

8. Hospital Lumiere records should reflect, when possible, vaccination status on all cases 
of irnmunizable diseases, dates of vaccinations and date of onset of disease. (Hospital 
Med id  Director - before July 1992) 

9. Hospital Lurniere should notify the CHP of& immediately of any measles cases so 
tbat CWP can prevent a potential epidemic in their project area by providing vaccinations 
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to susceptibles or requesting MOWCayes to do so. (Hospital Medical Director - 
immediately) 

10. Hospital Lurniere should provide imrnu~tions at least t w i ~  weekly. (Hospital 
Medical Director - before January, 1992) 

11. All known cases of neonatal tetanus should be investigated by CS/MEBSH to prevent 
future cases from similar causes. (Steven Nelson or his designee - immediately) 

12. The CSMEBSH fkx machhs should be installed in the Integrated Rural 
Development Program Office in Les Cayes to better facilitate communications to and 
from the CS/-SH Project in bnne Fin (Borne Fin is not on the Haiti telephone 
network). (Chavanne Jeune - before January, 1992) 

X. WRC CS HEADQUARTERS BACKGROUND 

World Relief Corporation (WRC) is the international relief, development and refugee 
service arm of the National Association of Evangelicals (NAE), a membership 
arganization consisting of 42,000 evangelical Christian churches in the United States 
representing 48 denominations and 4.6 million church members. WRC is also associated 
with the Evangelical Foreign Missions Association with 101 member missions supporting 

- over 14,000 missionaries. 

As a wholly-owned subsidiary of the NAE, WRC is related to the World Evangefical 
Fellowship, which represents national asmiations of evangelicals in 57 countries. 
Relationships with these national associations enable WRC to reach out to local 
communities in virtually every country around the world without the need to establish or 
maintain a separate infrastructure. WRC supports a variety of programs in 29 countries, 

. 

assisting approximately 1.5 billion people. 

W C ' s  p u p =  is to enable the church to meet the needs of the poor and suffering 
thruugb~ut the world. To fulfill this purpose, WRC supports disaster relief, long-term 
development mQ refugee assistmce projects overseas and in the U.S. WRC's operational 
strategy is to support indigenous rm;ational and local counterparts which work with local 
church groups to any  out relief and development activities in their own communities. 

DeveIopment strategies of the early 1980s were based on the Declaration of Alma Nta in 
1978 highlighting the in~purtance of primary health care. WEaC determined that primary 
health care, including child survival approaches, could contribute to indigenous 
organizations gxassrmts community development efforts. As a result, WRC kgan to 
integrate he.& approaches into its other development programs. 



h 1987 WRC received funding from USAfD for Child Survival projects in Haiti 
(implemented by the indigenous counterpart, MEBSH) and Bangladesh (implemented by 
the indigenous counterpart, CSS), and in 1989 USAD approved a WRC proposal to carry 
out a ChiId Survival project in Honduras. 

This year the inclusion of the following statement into WRC's revised mission statement 
signified yet another step taken by WRC towards a formal commitment to the health 
sector: 

. . . WPlC aims to work primarily through the local church by assisting it with 
econorn~c development and health improvement . . . 

XI. FINDINGS AT HQ (WRC) 
* 

A. Relationships Between Field and Headquarters 

WRC, working as a facilitator in a partnership with MEBSH who implemented the CS 
Project, left decision making largely in the hands of MEBSH. WRC provided support in 
advising and gui;ding Project staff and monitored progress towards achievement of the 
objectives. 

Because some of MEBSH's Community Xealth Program field staff were not convinced of 
the merits of a child survival grant and did not have much choice in doing the project, 
zcceptance of headquarter's supporting role by some field staff was not enthusiastic at 
times--especially when headquarters insisted on receiving activity and financial reports, 
progress on objectives, etc. This awkward atmosphere persisted, although less and less as 
time went by, until the final evaluation -- and perhaps still does. However, once W 
majority of the held staff learned the importance of advance planning, establishing 
priorities and objectives, tracking and evaluating activities and preparing and analyzing 
reports, they also came to appreciate the results of their efforts -- improving and 
expanding health services. Attitudes then became more positive, skills increased and 
achievements helped boost morale. 

Communications between headquarters and field are difficult because there are no 
telephone or cable facilities in brine Fin. Radio contact is possible, though, between 
Haiti's capital city, Porte au Prince (P au P), and Brine Fin. A message by phone from 
headquarters to P au P and relayed by radio to Bonne Fin ( a 4  vice versa) is not the ideal 
way to communicate, but response time to field requests for support from headquarters 
has been acceptable -- varying from one to five days. 

WRC's CS Director and Administrative Coordinator made nine visits to MEBSMEBSH's CS 
project after the project got undernay in June 1988. Six of the visits were for technicat 
and administrative reviews and assistance, and three of the visits were to assist with the 
mid-term and final evaluations. WRC's CS Diretor has attended seven CS related 
workshops, conferences and/or seminars; the CS Administrative Coordinator attended 
five, 



WRC arranged for a well experienced training consultant to assist CS/MEBSH for nearly 
three weeks during tbeir critical start-up phase for tpaining, supervision and strategy 
planning in June 1988. A two-week follow-up visit was provided by the same consultant 
the following year. The positive value of these short-term consultant visits was evident 
during the find field evaluation when staff, volunteers and community members were 
observed and/or k t e ~ e w e d .  (See summary of field evaluation) 

WRC recently employed a new Administrative Coordinator with an MPH who will 
provide technical and administrative assistance to the Director for Child Survival Projects. 
WRC's strategy of supplementing its own public health expertise with other public health 
consultants' expertise, when appropriate, to assist field staff has met with approval from 
the field. 

B. Financial Management and Tracking 

WRC has always had sufficient cash on hmd to meet funding requests from the field. 
Their finding mechanism is uncomplicated making field disbursements easy and fast. 
The maximum time required to send money to the field is one week after receiving the 
request. Note, however, that before the field appreciated the need to provide timely 
financial and activity reports, funding from headquarters was contingent on receiving 
those reports. 

Approximately $218,000 of USAID's projected $249,400 has been spent as of April 30, 
1991, leaving about $30,000 for the remaining five months of the project. The project 
overspent about $1 1,000 of the budgeted $30,600 in the procurement category. 

WRC exceeded its share of its $83,500 cost sharing budget by about $3,500. The project 
overspent almost $16,000 in the procurement category which was budgeted for $28,300. 
As agreed upon in the CS cooperative agreement between USAID and WRC, WRC's 
share of the budget was spent on a pro rata basis. 



PROJECTED AND ACTUAL EXPEND- 
USAZD/WBC/MEIBSH CHILD SURVIVAL PROJECT IN HAITI 

June 1, 1987 - May 30, 199 1 
(Budget figures in 800's and are approximate) 

Ywr- 1 Year-2 Year-3 Year-4 Total 
USAID Projl Act* Projf Act* hoj/ Act* Proj1 Act* Proj/ Act* 

Functn 62.7/00.0 53.9118.4 55.7/48.5 00.0/53.7 172.3/131 
Procur 22.6/80.0 3.013.6 5.0/00.0 00.018.6 30.6l41.3 
Overhd 19.5100.0 13.1110.5 13.9/22.3 00.01 12.9 46.5145.7 

TOW 249.4/218 

Functn 00.0f00.0 27.8/10.5 5.3i15.9 22.1/14.0 55.2/42.0 
Procur W.0/00.0 00.0117.3 26.1/18.4 2.2/ 8.5 28.3f44.1 

Total 83.5186.1 

* Projected/Actual 

C. Institutional Development of MEBSH 

WRC has a list of over 20 persons involved in CS related activities with whom they have 
consulted and exchanged ideas in the past year. WRC was fortunate in locating an 
excellent training consultant who spent nearly three weeks with MEBSH staff when they 
were launching their CS initiative in June of 1988. She visited MEBSH again the 
following year for two weeks. The field staff appreciated her visits; and the knowledge, 
attitudes and practices of the nurses, auxiliaries, animators, health promoters, community 
health committee members and villagers observed during the final evaluation confirmed 
their appreciation. 

D. Project Monitoring and Evaluation 

In the beginning WRC had difficdties monitoring the costs and progress of the Project 
because, frequently, financial and activity reports were either not submitted or were very 
late from the field. The Project itself could not monitor costs in the beginning because no 
viable system was set up and no one with bookkeeping skills was assigned to the task. 
After several visits, frequent communications, and making allocation of funds contingent 
on receiving reports, the problem was rectified. 

Development of the community health infrastructure was initially the major criterion used 
to measure progress. Indicators to measure this progress are the number of community 
health committees and sub-committees , stabfished and functioning, the number of health 



promoters elected, trained and working, the number of TBA's identified and trained, and 
the number of h d t h  posts established, functioning and reporting routinely. 

Indicators to measure performance of the Project are vaccination coverage for women and 
children, treatment of diarrhea cases in children, controlling weight loss in children, 
couples' knowledge and use of birth spacing methods, and vitamin-A distribution for 
children and post-parturn mothers. 

Indicators to measure impact of the Project will be reduction of morbidity andor 
mortality caused by imrnunizab1e diseases, diarrhea and malnutrition. 

Data collection and analysis was another one of the difficulties experienced during the 
initial stages of the Project. Collection of baseline data was not done at the beginning of 
the Project. Data collection is now included in job descriptions of field staff. A 
statistician has been employed and is receiving on-the-job training, a part-time data entry 
person has been engaged and the administrator of the Project, who has made considerable 
progress in learning data collection and analysis, is responsible for continuing the 
development of H/MIS. 

WRC worked with CSIMEBSH staff in the preparation of annual reports and Project 
evaluations. The mid-term evaluation was translated into French for the benefit of the 
local staff, making it possible for the staff to share with the Project beneficiaries. 
Communications (feedback) as evidenced by headquarters logs and records was frequent 
between WRC and CS/MEWH. 

E. Relationships with Host Government, Community and Other Organizations 

Communications between the MOH and WRCJMEBSH me frequent and the MOH seems 
to appreciate the CS Project's efforts in the Borne Fin area. As mentioned before, the 
MOH provides technical assistance and commodities to the Project and the Project reports 
routinely to the MOH on its progress. The evaluation team appreciated very much the 
participation of Dr. Pierre Joseph, the MOH's epidemiologist for the Southern Region. 

Good coUahration exists with other organizations. World Concern in Port au Prince 
helped facilitate communications (FAX service) ktween WRC Headquarters in Illinois 
and CS/MEBSR in Haiti. The Haitian Child Institute provided technical assistance to 
help CS/MEBSH collect baseline data and conduct surveys. AOPS provided funding for 
a feasibility study. Several other agencies involved in CS activities such as INSA and 
ICC provided information on mining smtegies and resources for training materials. 

What started out as a trying relationship between some members of the MEBSH team and 
WRC (see section ZX A) later developed, after severat visits and many communications, 
into an effective working relationship. There is now a desire on the part of both 
organizations to continue working together. Although there apparently will not be an 
immediate follow-on, centrally-funded, AID cooperative agreement for the two 



organizations, it appears that WRC wiIl continue to assist CS/MEBSH to complement the 
h d t h  policies and programs of both the Government of Haiti and USAID. 

F. Sustainability 

The strategy for ensuring sustainability in CS Projects as viewed and written by WRC is 
to create permanent change in Heatth behaviors while ensuring that a structure has been 
put in place 8.0 support those behaviors. The structure utilizes community health workers 
and community health committees working in cooperation with the MOW. Establishment 
of such a structure is facilitated by an indigenous PVO in partnership with WRC. . 

The community is encouraged to take charge of the process of change. The community is 
responsible for, aware and proud of, the impact of the Project on its people. Activities 
fhat promote better child health are to be managed by the community to avoid creating 
dependency on non-permanent external assistance. 

Income generating projects have been implemented in the CS Project but have not had 
sufficient time to prove their worth as sources of revenue. Revenues from these and other 
projects could perhaps help support health service costs; but short-term assistance from a 
micro-enterprise specialist would be better able to make this determination and at the 
same time, with appropriate counseling, enhance possibilities for success. - 

As mentioned before, BVOs wuld be considered part of Haiti's health infi-astructure and 
will probably continue as such into the foreseeable future. Communities prepared to take 
charge of their health services will require supervision either fYom the MOH or its PVO 
designee. Ideally, PVOs would facilitate community independence, expand assistance to 
other communities and maintain sufficient supervision to assure quality of service and 
progress. 

At this time neither WRC nor MEBSH plan to cease CS project activities. They both 
plan, however, in their expansion of CS activities to make the benefits of their efforts as 
sustainable as possible. 

XU. LESSONS LEARNED AT HQ (WRC) 

Many of the lessons learned in the field could be applied to WRC Headquarters as well. 
Both WRC and MEBSH, being new to the CS Project Grant workings, felt they learned 
and benefitted greatly from the experience; but more importantly they felt they helped 
provide services to fie public that, without the AID agreement, would not have been 
possible. 

In addition to lessons learned listed in Section W, WRC cited the following: 

1. A delicate balance must be realized between respecting a partner's autonomy yet 
achieving adherence to requirements of the Grant; 



. 2. Commwications between the two parties must be frequent, open and honest. 

3. Short-term funding with long-term objectives often creates at headquarters as well as 
in the field a "do for" rather than a *do with" work mentality. 

XIII. CONCLUSIONS 

The WRC/MEBSH partnership accomplished most of the objectives set forth in the 
Cooperative Agreement, DIP and mid-term evaluation. 

This partnership approach provides impetus for local initiative and minimizes external 
initiatives which are difficult b sustain, 

Worldng with an indigenous organization which is already established and providing 
health care services eliminates a lot of CS project start-up costs. 

Sustainability of CS activities is far more likely to occur with indigenous organizations 
who will remain in place. 

Institutional development of the indigenous PVO and competently trained local residents 
enhance sustainability under the partnership approach. 

These achievements and the experience that WRC and MEBSH gained fkom the CS 
Project make them both excellent candidates for additional AIDICS grants. 

XIV. RECOMMENDATIONS FOR WRC ( ) = person responsible & time period 

1. W C  should continue its involvement in CS Activities working with indigenous 
partners experienced in health delivery sewices and established in developing countries, 
(Bastian Vanderzalm - at each oppmnity but not to exceed WRC rnanagement,capacity) 

2. Short-term consultants with expertise in a particular field (epidemiology, 
management, H/MIS, etc.), preferably host country nationals, should be used to 
supplement W C ' s  public health expertise when indicated. (Muriel Elmer - as needed) 



APPENDIX A -- PLACES VISITED AND PERSONS CONTACTED 

WORLD RELIEF CORPORATION HEADQUARTERS - WHEATON, ILLINOIS 

Mary Comer, Administrative Coordinator, CS Program 

Murid Elmer, MSN, Ph.D., Director, CS Program 

Kenneth Graber, Mcro Enterprise Development Coordinator 

Robert Landrebe, Acting Executive Director 

Kevin McKemey , Latin America/Caribbean Regional Director 
* 

Robert Mullins, Staff Accountant 

Howard Searle, M.D., MPH, WRC Consultant (Former Act.Dir.,WRC/CS) 

Bastian Vandemlm, Associate Exec. Dir., International Programs 

USAIDIWAITI - PORT AU PRINCE 
* 

John R. Burdick, Dptmt Chief, Hdth/Populatiorl/Nutrition Office 

Frantz M. Louis, Proj. Coord., Voluntary Agencies for CS WACS) 

* Representing David Eckerson who was on travel status 

MINISTRY OF HEALTWHAITI 

Dr. Jean Andre, Director, EPIfCDD, Port au Prince 

Dr. Robert J. Jeune, Acting Director, Southern Region, Les Cayes 

Dr. Piene A. Joseph, Epidemiologist, Southern Region, Les Cayes 

Dr. Gerald Lerebours, Director General, Port au Prince 

MEBSH - BONNE FIN, HAITI 

Arnold Alcima, Animator, Trois Mangots 

Marie Rasaire Charles, Auxiliary Nurse 

Nancy Doney, Secretarial Assistance 



Rose Laure Francois, Auxiliary Nurse 

Marie Lucie Idoxie, Auxiliary Nurse 

Andre Forges, Statistician 

Aroll Marcelus, Animator, LaBiche 

Dr. Francesca Hyacinthe, Director of Medical Program 

Chavannes Jeune, Administrative Counsel, MEBSH 

Wilson Maceno, Administrator, CSIMEBSH 

Evelt Mentor, Animator, Plaisance 

Marie Mathe Merisier, Health EducatorITdner 

Dr. Hubert Morquette, CS Consulmt, (former CS/MEBSH Manager) 

Stephen Nelson, Director, Community Health Program, CS Manager 

Elisabeth Newton, R. N., FNP, Coordinator of Clinical Activities 

Rose Marie Poline, Auxiliary Nurse 

Jennifer Paultre, Bookkeeper/Secretary 

Charles Pearce, Administrator, Lurniere Hospital 

Joy Powell, R. N., Supervisor 

Paulin St. Hilaire, Animator, Changieux and Bonne Fin 

Irmane Thelusma, Auxiliary Nurse 

Katy Wolf, MD, Medical Director, Lurniere Hospital 

OTHER NGOS IN HAITI - PORT AU PRINCE 

Dr. Phillipe Hirsch, Consultant, 

Dr. Frantz Sirneon, Director General, AOPS 

Luca Spinelli , Resiaent Coordinator, REACH/HAITI 

sill Tarter, Director for Latin America, World Concern 



APPENDIX B 

WRC Child Survival Project/Haiti 
Final Evaluation 
SCOPE OF WORK 

To assess the accomplishents and impact of World Relief 
Corpoxationts Child Survival project in Haiti; and to 
evaluate WRCts headquarters performance in providing 
oversight and support to field activities. Project 
performance and effectiveness will be measured against the 
goals and objectives established in cooperative agreement 
OTR-0536-A-00-7224-00 (from 6/87 to 9/91), and subsequently 
in the project's Detailed Implementation Plan (DIP) and mid- 
term evaluation. 

Obi ect ives : 

1. To assess WRC's progress towards and effectiveness in 
carrying out the child survival service delivery and 
training activities specif ied in the grant and subsequent 
documents, which are aimed at improving the health status of 
women of child bearing age and children under one. 

2. To analyze and evaluate the effectiveness of WRCas 
headquarters in providing technical, financial, policy and 
programmatic oversight and support to field activities in 
Haiti. Particular attention should be focused on t h e  
programmatic implications of WRC not directly implementing 
the program, but rather providing funds to Missfon 
Evangelique Baptiste Sud DuHaiti to carry out grant 
activities, 

3. To assess WRC8s capacity for carrying out child survival 
projects, as well as to determine what, if any, problems and 
constraints are preventing them from reaching the goals and 
objectives outlined in the cooperative agreement with 
FVA/PVC . 

4 .  To develop specific recormendations for WRC regarding 
technical modifications to field implementation and 
headquartered-centered responsibilities, including: 
training design, field backstopping, monitoring and ^ 

* 



- Is data from the Health Information System (or other 
Management tracking systems) being used to refine 
project, or to redirect resources or staff time? 

- How is feedback of data provided to project staff,  
counterpart organizations, and project beneficiaries? 

relations hi^ with Host Government. Cammunitv and othey, 
oraanizations in cauntrv 

- What has been the involvement of the MOH, universities, 
local institutions, or other NGOs in terms of project 
design, financial support or project implementation? 

- How successful is WRC1s partnership w i t h  the Mission 
Evangelique Baptiste Sud DIHaiti? Is counterpart 
assuming ownership of the project? 

- Does project complement policies and programs of host 
government and A-I.D.? 

- What financial and organizational strategies have been 
implemented to promote project's sustainability? 

I Has WRC established revolving funds or other cost- 
recovery mechanisms? If so, how successful have they 
been? Is it likely that revenues could eventually 
cover the cost of services? 

- What efforts are being m a d e  to phase out  of certain 
activit ies/areas,  and to turn responsibility over to 
the community/host government? 

- Does the Mission EvangeliqUe Baptiste Sua DIHaiti plan 
to cease Child Survival project activities at any 
specified point? If so, do hast government or other 
institutions demonstrate commitment/ability to sustain 
project benefits once NGO's support ceases? 
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evaluation, administrative procedures, and staff 
development. 

6. To examine what steps are being taken to institutionalize 
project in order to assure the sustainability of benefits. 

Evaluation Outauts: 

The evaluation team leader w i l l  be responsible for preparing and 
delivexing one unbound copy of the final evaluation report to 
A.I.D. by September 1, 1991. Prior to this, the team leader will 
provide by July 26,  1991 a copy of the draft report concurrently 
to WRC and A.X.D. for their review and comments. 

The report should provide the fallowing: 

1. An assessment of WRCis/Mission Evangelique Baptiste Sud 
DIHaitils progress towards the goals of the Grant 
Agreement. 

2 .  An evaluation of WRC1s/Mission Evangelique Baptiste Sud 
DwHaitits performance and effectiveness in Haiti, as 
w e l l  as the problems and constraints that are 
influencing progress towards t h e  established goals. 

3 .  Recommendations to WRC s/Mission Evangelique- Baptiste 
Sud D1Haiti8s for act ions  to support their future 
progress. 

I The body of the report should also cantain the following: 

- Table of Contents 
o ~xecutive Summary 
- Key Findings and Recommendations - Purpose o f  evaluation 
I Team compositim and study methodology 
I Annexes - Scope of Work (SOW) 
o List of documents c ~ n s u l t e d  - List of individuals/organizations consulted 

Methodolocrv: 

The evaluators will conduct their assessment using the following: 

1, WRC Cooperative Agreement 
2. WRC/Haiti Detailed Implementation Plan 
3. Prior internal and external evaluations of field operations 

and headquarters (as available) 
4 .  Annual Reports of Project 
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- 5 ,  Other documents considered relevant 
6 .  Interviews withmc s t a f f ,  host country counterparts, 

Ifinistry of Health (MOH), ~ ~ ~ x ~ / H a i t i ,  and other individuals 
considered relevant 

7 ,  Interviews w i t h  and/or surveys of project beneficiaries 

Schedule : 

July 1 to 3 Headquarters evaluation/briefing in 
Wheaton, IL. 

July 4 to July 16 F i e l d  evaluations in Haiti 

July 17 Debriefing at USAID/Haiti 

July 18 Depart H a i t i  

July 26 Debriefing at WRC/Wheaton 

svaluation Ouestions and Issues: The FVA/PVC/CSH W O  Child 
Buhvival Final evaluation guidelines (copy attached) should serve 
as the primary reference for questions to be addressed in this 
evaluation. Described below are additional questions and issues 
that FVA/BVC/CSH has developed to direct the  evaluators during 
the course of the evaluation. Some questions are more relevant 
f o r  the field than headquarters, and vise versa. The evaluation 
team should use these questions as a guide; it is not expected 
that each will be separately addressed in the final report. 

relations hi^ between field and headauarters 

- HOW does headquarters (HQ) support field efforts? What 
role does the Wheaton, IL. affice play in project 
management and monitoring? 

- What is the  turn-around t i m e  between field requests f o r  
infamation,  technical assistance, etc. and responses 
from headquarters? 

- Do headquarter's funding mechanisms promote smooth 
project implementation? 

- How many t r i p s  have headquarter's staff made to Eield 
sites? What has been the nature of the visits ( i . e . -  
to provide technical assistance, monitor status of 
project, etc.)? 

- - Is technical assistance from headquarters to field 
typically initiated by HQ, field, or either? 
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APPENDIX C AGENCY FOR INTERYATIONAL DEVELOPME N f  
WASHINGTON D C 2 0 5 2 3  

Dear Colleague, 

Taking i n t o  consideration the recommendations of the PVO Task 
Force on Child Survival Final Evaluation, this office has 
developed the following guidelines for end-of-project evaluations 
that should be followed by CSIII projects and by-those CSII 
projects that received no-cost a x t e n ~ i o n s : ~ ~ ~ ~  

I 3  
.e 

1. All PVo child Survival .I .anti 11F'projects are required to 
carry out a f i n a l  evaluation before the official end-of- 
project date. This evaluation is the responsibility of the 
PVO country project . 

a 

2. All PVO CSII and 111 projects are required t o  submit only 
one final project report. Your final project report is the 
report of your final evaluation and should include an end-; 
of-project financial accounting. 

3 .  Core questions and issues to be addressed by all evaluation 
teams are described in Attachment 1. Attachment 2 is 
provided to help  with the calculations of the immaunization 
activity indicators. Submission of T i e r  2 survey data is 
also acceptable. In all cases the evaluation team sRauPd 
cite-the source and year of data pras~nte* in the final 

-. 
report ,  and make some:estimate of the ,data!s validitydand, 
reliability. : 

The final evaluation report should include a comparison-of' 
project objectives with dccumented achievements,and citeithe 
source'af data-presented in the report w i t h  some estimate of2 
reliab'il ity and validity. The evaluation team should q ~ i  
the Det.&led Impleme~ltation Plan (D as their basic . 

7 9- project desiqn document - and source ro j ect 0 % ~  ect~ves  , 
----I - -  

target population, etc. unless those objectives and ta - rgteLs 
were revised in tne Annual R&ort or mid-term evaluation . - - --r 
suBml€ted to A. 1. v. -meeeGaluation team, should have -cop&esz -- -. - - 
of the A . I . D .  grant response l e t t eqand- the  technical 
recommendations far strengtheninq the DIP. The team should 

/ 

.+ 
use both A.I.D. and PVO m6nitori6s and rrEnrtinpdata as, 
well as a%dztlonsl information from field observations, 
focus groups, small studies, etc. .c -~ - -I-. 

5. The fical evaluation team should carefully assess which 
strategies worked and which did not; and comment on why: 
certain things happened or did not happen. The information 
provided by the team on nlessons learned' w i l l  be used to 
guide the development and implementation of ongoing and 
future A.I.D. funded Child Survival projects. 



6, A t  least one external evaluator familiar with child survival 
interventions must be on the final evaluation team. An 
external evaluator is someone not associated with the 
srganization to be evaluated, This person can be a host 
country national (a.g:, a Ministry of Health off icial) ,  a 
member of an internatxonal donor organization or university, 
an independent consultant, etc, We encourage that at least 
one member of the project field s ta f f  and one headquarters 
representative be included on the final evaluation team. 

7 .  fn a limited number of cases, A.I.D. will send a consultant 
to join the final evaluation team. The selection of which 
projects will have an A.I.D. sponsored evaluator will be a 
joint decision of the PVO and FVA/PVC. PVOs who have - 
requested an A . I . D .  sponsored evaluator for the  f i n a l  
evaluation should follow up with a regular technical 
assistance request form and draft a scope of work to discuss 
with A.I.D. , 

8 .  A l l  Child Survival I1 and IfI  end-of-project evaluation 
re~arts should be submitted to FVA/PVC within 90 days 
following official end-of-project date, September 30, 1990 
is the common end-of-project date for most C S X f I  projects 
unless extensions have been formally approved by FVAJPVC. 
All evaluation expenses must be incurred before the end-of- 
project  . 

Please contact  your project officer should you have questions or 
require clarification of these guidelines. 

and Health 

and 

Encl: 2 
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Attachment 1 

CORE QUESTIONS AND ISSUES TO BE ADDRESSED BY 
PVO CHILD SURVIVAL XI1 PROJECT FINAL EVALUATION TEAX 

I. Evaluation Goals 

To Estimate the Overall Accomplishments of Child Survival Grant 
Funding in Terms of: 

A) Primarv Focus and Use of Fundinq i . e . ,  extent to which 
'PVO took advantage of the opportunity to focus and 
refine health activit ies ,  and expand to new 
communities. 

B) PVO ~raanizational Develo~ment i.e., improved technical 
capacity of the f i e l d  staff, increased technical 

& ,-capacity at headquarters, new HQ backstopping 
strategies developed, improved health information- 
systems, etc. 

3- 

C& Im~rovement in Proi ect Desion and Imnlementation Plans ' 
i . e . ,  more realistic setting of objectives and phasing 
strategies, state-of-the-art intervention protocols, 
appropriateness of specialized targeting strategies for 
various a t - r i sk  groups, etc. 

D) ~Efectiveness/lm~act of Services i.e., changes which 
have occurred in reaching target communities;and 
populations; effective coverage of at-risk groups; 
success of community mobilization schemes (reflected by 
immunization drop-out rates): change in mothers1 use af 
ORT in target area; comparison of p r o j e c t  objectives 
with documented achievements. Please cite sources of. 
data. 

E) PVO/Host Government Coo~eration i . e . ,  changes which 
have occurred in the PVOis relationships with MOH/EPf, 
MOH/CDD, PHC unit or other relevant government 
agencies; evidence that the  CSIII  project has 
contributed.to or otherwise strengthened government 
activities in the health and c h i l d  survival sector, 

F) ~ustainabilitv Strateaies i . e . ,  extent a f  cammunityrs 
belief that  project meets its needs: level  of community 
and government commitment to the pro jec t  as 
demonstrated by t h e  amount of resources (human, 
financial and material) contributed; government health 
authoritiesi perceptions of project effectiveness; 
success of cost recovery/income generation schemes; 

Final Evaluation Guidelines for CSIfI and CSII NCX 1 
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phase over of project leadership to country nationals. 
GI Prsiect Finances i-e., planned versus actual 

expenditures; recurrent costs. 

H) Lessons Learned by the CSIII Country Project, 

I IX. S~ecific Ouestions to be Addressed: 

A. Proiect  Focus & Use of Fundinq 

What has been the major focus of CS project funding: 
(a) to support and deliver health outreach-services 
from established sites or (b) to support and improtre 
MOH local service delivery through' training, 

i monitoring, and supelrvision or (c) to increase - 
community awareness of health needs and demand f o r  
health services or (d) to change health behaviors or 
(e) some other focus? 

Has CS funding primarilv been used to: (a) developi 
entirely  new activities or (b) refine or improve 
existing' ones? 

Has CS funding primarily helped the PVO to: (a) expand: 
to new geographic areas and new communities ori(b) 
continue -ongoing-activities in a specific area? 

B. Oraanizational Development 

BI. Human Resources 

A t  each l eve l ,  does the field staff have the training 
and s k i l l s  necessary to perfom the tasks required? 
Are expatriates or host country nationals performing 
significant administrative, training, evaluation or 
health service activities? 

What management and technical training has been carried 
out to support staff development? Was the training 

, appropriate and effective? 
I 

I 

I * Have the staffing patterns and skills a t  PVO 
headquarters been adequate to provide necessary 
specialized management and technical support to CS 
pro j ect? 

I 

B2, Use of Technical Resources 

Were comments and reccmmendations from the original 
I 4 A.I.D. grant approval l e t t e r  and technical review of 

the  Detailed Implementation Plan (DIP) addressed? . 

Final Evaluation Guidelines f o r  C S I X I  and CSII NCX 2 



Was the technical backstopping available from PVO HQ 
staff utilized appropriately and i n  a timely manner by 
the project being evaluated? 

Was A.1.D.-funded technical assistance used by the " 

project? Was other TA utilized to support the project, 
i-e.! MOH. National University, atc.? Was the TA 
considered appropriate and useful?' 

Did any project s taf f  participate in A-I.D. supported -St; Child Sunrival workshops or conferences? Was it a 
useful experience? 

B3. Health Information Systems 

Was a baseline study carried out to select and refine 
target groups and priority problems? What were the 
lessons learned from the survey experience? 

Has the project developed an infornation system that 
routinely provides adequate and timely data for 
monitoring the  costs, progress and effectivenessjof the 
activities? Do the persons responsible for data 
collection and analysis have the training and skills. 
necessary to do the yob? 

H a s  the information been used by field level 
administrators and managers t0 redirect resources, 
staff t i m e ,  etc.? Has the information been used to 
provide feedback t o  project  staff  and community? 

C .  Proiect Desian and Im~le rnen ta t ion  

c1. What act ions  has the project taken at the community and 
household level to improve health behavior? 

c2. Appropriateness and Targeting of Activities 

Do the CS interventions  provided by the project address 
the major causes of infant and child mortality in the 
area? 

Did the project focus its activities on proper target 
groups i.e., infants 0-11 months, children whose growth 
is faltering, pregnant women? 

What strategies have been used to target services to 
specific at-risk groups? 

D i d  project  immunization activities appropriately 

Final Evaluation G~idelines for CSIII and CSII NCX 3 
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concentrate on coverage of infants 0-11 months rather 
than older children? (Calculate the % of infants  0-11 
months who received D $ T ~  immunizations in the past year 
compared to the % of children 0-59 months who received 
DPT1- in the past 12 months) 

D i d  project ORT activities target children 0-36 months? 
(Calculate, for example, % of cases of diarrhea?in the 
last t w o  weeks for children 8-36 months-treated with 
O M  and/or a recommended home f lu id . )  

Did project nutrition activities target children 0-24 ' 
months? (Calculat?, for example, % of children 0-24 
months who participated at l e a s t  three times in growth 
monitoring a c t i v i t i e s  i n  the past.12 months) 

C 3 .  Specific Interventions 

For each child survival intervention which the PVO 
country project specified on its 1989 A. I.D. Child 
Surrival and Health Reporting Schedule, the evaluation 
team should assess: 

a) objectives and Phasing of Country Project 

Were the objectives of this intervention specific, 
measurable, given a time frame, realistic and 
feasible for this PVO? 

b] Technical Adequacy of Intervention Design and 
Implementation Strategy 

Do project f i e l d  training materials, supervision 
and health communication reflect state-of-the-art 
knowledge and address field constraints? 

c) Quality of F i e l d  Activities 

Did the health workers have adequate, timely 
supervision? Were there provisions for in-service 
refresher training? Has the PVO addressed the 
issue of t h e  cold chain functioning? How are 
immunization drop outs followed? Is there follow 
up to growth monitoring a c t i v i t i e s  when growth 
faltering occurs? What techniques are used to 
judge competence of health workers in ORT? 

D. ~ffectiveness/~m~act of Services i . e . ,  changes in 
coverage, health behaviors or heahth/nutrition status 
of the target population (use available data and field 
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v i s i t  observations, etc.) 

Dl. Documented Achievement of Objectives 

-Please attach a chart which l ists-each project 
objective,-and the final measurement of achievement of 

,the objective. State sources of data. 

Effectiveness in Targeting Services 
What evidence is  there that the targeting strategies 
have been effective in the specified at-risk groups? - 
Specifically, the evaluation team is requested to 
answer the questions below, using Attachment 2 to aid 
i n  calculating rate data. 

What is the antigen-specific immunization coverage of 
infants in the service area? (calculate the % of 
i n fan t s  0-11 months who received BCG, DPT3, Polio3 and 
measles immunization in the past 12 months) 

What is the tetanus coverage of childbearing age women 
in the  service area? (calculate % women 15-49 who 
received TT2 immunization i n  t h e  past year) 

Do mothers o f  children 0-59 months know how to 
cor rec t ly  nix  and administer O M ?  

How effective have project activities been in terms of 
community motivation? What is the percentage drop of 
imfant immunization coverage from D P T l  to DPT3 this 
past year? What is the  percentage drop f r o m  TTI to TTZ 
coverage in the past 12 months? 

E. PVO/Host Government Coo~eracion 

What has been the  involvement of  the MOH, local 
institutions, and other PVOs in the project in terms of 
project design, financial contributions and staff 
involvement? 

-Have any changes occurred in PVO-MOH collaboration at 
local, district or national levels? 

What evidence is there that  the CSffI project has 
contributed to or otherwise effected government 
activities in the health sector? 

- F. ~ustainabilitv 

, F1. community Motivation and Participation 

Final Evaluation Guidelines for CSIII and CSIX NCX 5 
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How have communities participated in the design and 
implementation of health services? What are the # of 
functioning health committees, and how often have they 
met in the past 12 months? 

Do the community leaders feel that the project 
activities meet current health needs? 

What resources has the community contributed that will 
help ensure that project activities w i l l  continue a f t e r  
donor funding ends? 

F2. Commitment of the HOH 

Do MOH personnel perceive CS act ivi t ies  as .being 
-effective? 

m 

What is the commitment (in financial, human and 
material resources) of the MOH to project activities 
once CS funding ends? 

F3.  Administrative Efforts t o  Cut Costs and Increase 
Ef f i c i ency  

What strategies - both financial and organizational - 
have been implemented to promote the sustainability of 
the project? 

What indicators are used to track sustainability? Is 
there documented change in sustainability by use of 
these indicators? 

F4. Cast Recovery/Income Generation 

What cost-recovery mechanisms have been implemented? 
Have any income generating activities contributed to 
meeting the cost of health activities? 

G .  Pro i ec t  Finances 

Assess planned expenditures compared to actual 
expenditures. 

How does project calculate recurrent casts? Are these 
costs reasonable given the environment i n  which the 
project operates? 

H. Lessons Learned and Recommendations 

HI. What are m a j o r  lessons learned f r o m  the past three 
years of CS project implementation? 

Final Evaluation Guidelines for CSIII and CSII NCX 6 
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Attachment 2 

GUIDE TO CZLLCUIATXONS FOR RATE DATA 
FOR PVO CSIXI FINAL PRQJECT EVALUATION 

This sheet is provided to clarify the calculations requested i n  
the f ina l  evaluation guidelines. It is designed to be used with 
the latest A . I . D .  Child Survival and Health Reporting Schedule 
which the country project submitted to AID/Washington. The 
number in the parentheses refers to the schedule # and question # 

- where the value may be found in the 1989 Child Survival and . 
Health Reporting Schedule. If the project has recent survey data, 
this information nay be used. Also, please cite sources of data 
for the evaluation team calculations. The most recent information 
is preferable in every case. 

1) O SERIES COMPLETION BY ANTIGEN FOR INFANTS DWRXNG TRE PAST 
12 MONTHS 

% BCG Coverage of Infants 

# of i n f a n t s  0-11 months immunized for  BCG (3-3L 
# of live births  (1-5.j) 

% Dm3 Coverage of I n f a n t s  

3 of i n f a n t s  0-11 months immunized f o r  Dm3 ( 3 - 3 )  
# of live births (1-5.j) 

% Polio3 Coverage of Infants  

# of infants 0-11 months immunized for Polio3 t3-3)  
# of live births (1-5.j) 

% Measles Coverage of Infants 

+ of infants 0-11 months immunized for Measles (3-31 X 100 
# of live births (1-5. j) 
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2) % SERIES COMPLETION TETIUUUS TOXOfD FOR PREGNANT WOMEN 

% TT2 Coverage of women who have delivered 
in the last 12 months (3-10a) 

If data has been collected for women of reproductive age, rather 
than far pregnant women, this data should be included in the 
report. 

3) PROJECT'S ABILITY TO TAIPGET/FOCUS ON INFANTS UNDER ONE YE= 
OF AGE, DURING THE PAST 12 HONTgS 

# of infants 0-11 months who received DPTl (3-31 X 100 
# of l i ve  births  (1-Sj) 

compared to 

j! of children 0-59 months who received DPTl (3-31 
# of children 0-59 months (1-5b + I-5c + 1-5d) 

4 )  DROP OUT BETWEEN INITIAL AND FINAL f M T I O N  FOR SELECTED 
ANTXGENS IN THE PAST 12 MONTHS 

DPT Drop O u t  Rate 
(for immunizations given to infants 0-11 months) 

D P T l  (3 -3 )  - DPT3 (3 -3L 
D P T l  (3-3) 

Polio Drop O u t  Rate 
(for immunizations given to infants 0-11 months) 

Polio1 (3-31 - Polio3 (3-31 X 100 
Poliol (3 -3 )  
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RESPONSE - Project objectives were revised andlor clarified when deemed appropriate 
by CS Project staff. 

1.1. Mobilize to eomplek remaining two baseline surveys and analyze data within 60 - 
90 days. 

RESPONSE - The last baseline was done in November '89 which incIuded a new area 
called VassaI to increase the population to 26,000 people. 

2 Revise targeted percentages and upgrade activities for EPI. 

RESPONSE - Target percentages were revised and immunization activities started as 
scheduled in the following zones: 

Zone Scheduled Started 

C hangieux May '90 May '90 
Labiche July '90 May '90 
Trois Mangots November '90 October '90 

1.2.2. Upgrade cold-chain process. 

RESPONSE - A refrigerator was purchased. An Electrolux was not available so a 
General Electric was chosen instead. 

A current reeord of vaccine stock and expiration dates are kept by the refhgerator. 

Vaccines which have been removed from thc refrigerator for vaccinations sessions and 
returned when not used are being marked for use before other vaccines. 

Vaccines are being rotated so that the oldest are used first. 

Vaccines are well arranged to allow air to circulate around them. 

Vaccines are no longer stored in plastic bags in the refrigerators. 

DTP and TT are no longer kept on the top shelf of the refrigerator and are checked 
routinely to make sure they have not been frozen. 

The wld-chain is being respected when the vaccines are taken from the refrigerator to the 
vaccinations sites and back. 
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- 
All vaccine vials opened during a vaccination session are destroyed after the session. 

A French translation of cold-chain technical material was obtained, read by the staff, and 
presented to them in a seminar. 

The CS/MEBSH cold-chain policy wzs developed based on these technical materials and 
the EPI ESSENTIALS by REACH. 

1.2.3. Vaccinate all newborns at Hospital Lumiere with BCG. 

RESPONSE - Hospital Lumiere does not fall within the seven zones where CS/MEBSH is 
working or plans to work; however, CS staff continue to give vaccinations at the hospital 
once a month after returning from a health post. Hospital staff are being encouraged to 
provide the service themselves. 

1.2.4. Schedule vaccination sessions according to formula. 

RESPONSE - Vaccination sessions are scheduled bi-monthly for each health post and if 
number of vaccinee in area are insufficient to warrant a session, the gost will be 
eliminated and vaccine referred to the next closest post - if vaccinee are too numerous, 
staff will be Increased, sessions will be of longer duration and/or number of posts will be 
increased. 

1.2.5. Vaccinate all children who attend vaccination sessions. 

RESPONSE - No target children are refused vaccinations. 

1.2.6. Vaccinate all children who attend vaccination sessions without their vaccination 
card. 

RESPONSE - All target children are vaccinated whether they have a vaccination card or 
not. 

1 2.7. Track  on-attenders following DPTfP- I. 

RESPONSE - Community h d t h  promoters track women and children delinquent in 
health services. 

1.3. Decrease targeted percentages for those understanding and using ORT and finalize 
appropriate formula. 

RESPONSE - Although MTE recommended percentages of mothers knowing how to mix. 
and administer ORT at end of project be reduced from 50% to 40%, the May 1991 
random survey showed that over 70% of mothers knew how to mix and administer ORT 
and they also knew to continue to feed and give fluids to children with diarrhea. 



1.4. Revise targeted percentages for growth monitoring and nutrition. 

RESPONSE - Objectives for growth monitoring were increased from 50% to 70% of 
malnourished children to be weighed four times per year. The objective of children 
expected to gain weight was eliminated. 

2.1.1. Obtain outside assistance in cumpiIing and analyzing survey dab. 

RESPONSE - IHE helped compile and analyze survey data. One technician from Cayes 
(MSPP) was hired to help enter the data in the computer. 

2.1.2. Consider the temporary delay of on-going activities in order to complete baseline 
survey. 

RESPONSE - It was not necessary to delay providing service; baselines were realized. 

2.1.3. Consider conducting a 30-cluster survey in the absence of completed analysis of 
baseline data by December. 

RESPONSE - Baseline survey was done. 

2.1.4. Consider delegation of responsibility for the survey process as it continues. 

RESPONSE - The Project Manager increased the amount of time he devotes to the 
Project and assumed responsibility for the surveys. 

2.1.5. Provide adequate supervision for interviewing teams. 

RESPONSE - One supervisor was trained and assigned for every five interviewers. 

3.1.6. Consider revision of intemiewer training process, 

RESPONSE - Responded to in 4.6 below. 

2.1.7. Consider option of compensating interviewers. 

RESPONSE - Money was given to the Health Committees who assumed responsibility for 
ensuring adequate incentives provided for the surveyors. 

2.2. Plan how Health Information System can be used to benefit Project. 

RESPONSE - H/MIS is now seen as a tool for managing Project activities and rnaiking 
informed management decisions. 
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2.3. Restructure role of statistician and obtain additional assistance in data processing. 

RESPONSE - Additional assistance was obtained from a young Canadian short term 
missionary, Steven Knox. 

2.3.1. Give statistician additionid responsibility in data analysis. 

RESPONSE - This recommendation is still under consideration. 

2.3.2. Provide statistician with further t,mhing in computer. 

RESPONSE - mis recommendation is still under cansideration. 

2.3.3. Obtain assistant data enttylrecords clerk. 

RESPONSE - Mrs. Sandy Agnew helps in data entry as a part time staff member. 

2.3.4. Purchase fan for statistician's office. 

RESPONSE - A fan is being used in statistician's office. 

2.4. Upgrade record keeping system. 

RESPONSE - Cases of diarrhea are not yet being recorded. Records have been 
es&blishd for growth monitoring, vaccine and growth card inventory and distribution, 
iron arrd vitamin tablet distribution, and pre and post natal visits. 

2.5. Structure p?t-time staff position devoted to monitoring supplies act materials. 

RESPONSE - CS Administrator, Wilson Maceno, provisionally assuming responsibility 
for this position. 

2.6. Consider conducting cros~-sectional impact survey. 

RESPONSE - Cross-sectional survey will be considered after all Braject initiatives are 
satisfactorily underway. Monthly CSIMEBSH report results are k iag  ctir?rpa,-& with 
Regional and National resuIts. 

3. Develop activities at the community levd. 

RESPONSE - Activities are underway in mmmuni~es of all four zones. 

3.1. Maintain targeted objectives for number of functioning health committees. 

RESPONSE - ]Elections for committee members were hdd in the four zones arrd h d t h  
committees are functioning iil each of &ern. The c o r n ~ e  members of Cbgieux are 
still enthusiastic and hold regular meetings as da the h d t h  wmitkes in the other 



- 
Zones. Changieux, though, has not k e n  successfiul in achieving the 11 objectives they 
set forth in 1988. This is due partially to the politid turn02 that pmvaihed in H%ti until 
just recently. 

3.2. W t  targeed objective fix establishment of rally (health) pasts. 

RESPONSE - Forty-two beaIth posts were established or maintained. Thirty-four were 
estab%sb& though the CS Project. 

3.3. Maintain targeted objective for training of village health promoters, 

RESPONSE - Seventy-five health promoters were trained (attended instructions in two 
modules -- the minimum requirement for training). Twenty-one of the 75 promoters 
received instructions on the 3rd module. 

3 -4. Re-evaluate incentives in h d t h  promoter remuneration, 

RESPONSE - In addition to health benefits, $25 was given to prctmoters fsr attending 
instructions in the first module and $50 far modules 2 and 3 which were taught every 
three months. After instituting this, a lot of promoters expressed wilhpess to re-join 
the program. Promoters with three years experience have not yet been retrained. 

3.5. Maintain targeted objective for number of traditional birth attenbts (TBAs) to be 
trained. 

RESPONSE - Forty TBA's were trained by MEBSH, eight of which were trained prior to 
the CS project. 

3.6. Maintain targeted objective for training of animators. . , 

RESPONSE - Four animators were trained. After the mid-lerm evaluation two additional 
motorcycles were purchased so that all four animators now have Eranspurtation. 

4. Strengthen staff training compnents. 

RESPONSE - All aspects of point 4 were taken into consideration. Health education and 
health training materials were revised. Recommendations of Paulette Chaponniere were 
implemented. Animators were given additional training. The refresher course for 
animators was not held. After the MXB, a supenisor from DW in Les ayes  came 
regularly three times a week to Bone Fin to supervisor the animators. But results of this 
arrangement were not considered adequate and the practice was discontimhued in January, 
1991. AZ1 Project personnel received refresher training in EPI. 

5. Intensify focus on sustainability. 

RESPONSE - With additional funding and outside expertise, more income generatkg 
projects will be undertaken. The propod out-patient clinic to be mnstructed in the 
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Bonne Fin area did not materialize because of insufficient funds. It was planned to have 
the clinic charge for services to help finance the CS Project. 

6. Streamline Project Management. 

RESPONSE - Difficulties among key leaders of the CS Project were resolved. 
Couaboration bebveefi the manager and his assistant improved satisfactorily, The 
manager worked at nte Project office every morning for at least three hours. One day a 
week he directed a mrdinating meeting with thc director of technical services, ?he 
director of administrative services, the direstor of education and the coordinator of the 
aufiazies. All the job descriptions were revised as mentioned above. Responsibilities 
were divided among the manager and the two coordinators. The MEBSH Director did 
not wme to Borne Fin every week but the mamger met with him from time $0 titime 
discuss issues. 

Last October the manager txmsferred to Pork au Prince but continued to visit the project 
in Bonne Pin 4 - 5 days a month. He continued to do CS Project work in Pot au Prince 
and mrdinatiag CS activities with the Director of Technical Services, his assistant in 
Bonze Fin. 

4 Fax machine was purchased and placed in the house of the Director of MEBH in Les 
Cayes. In addition to the bng delay before installation, the machine never quite served 
as intended. 

Retreats for the staff were organized. Relationships among staff members improved 
considerably as observed d u ~ g  the final evaluation. 

Coflaboration improved between the Hospital and the CS Project. Hospital chaplains play 
h d t h  education cassettes for the patients every morning. The Administration agreed to 
continue giving hospital privileges to health promoters and health committee members. 
Hospital doctors continue to participate in community based clinics. Hospital records are 
made available to the Project for studying morbidity and mortality on tetanus, diarrhea 
and dehydration. 

The DIP was translated into Fmch and copies distributed to the staff. The MTE was 
translated and discussed with the staff. Objectives of the MTE were compiled in one 
document, distributed to the staff and displayed on the walls. 

A short wave radio receiver not purchased. 
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I -- APPENDIX E -- ACD-S OF DIP OBJECTIVES 

Project objectives and outcomes are presented here in the same order as they originally 
appeared in the DIP. Data is drawn from the Final Evaluation Sumey in July, 1991 (FES 
7/91), the End of Project Survey k ?day, 1991 @PS 5/91) and the Health Information 
System as of the end of May, 1991 (HIS 5/91). 

1. 25 % of the 15-49 year old women will receive IT2 
(Revised per MTE recomnrendation to 60%). 

OUTCOME: HIS 5/91 indicates 28.8%. 

2. 60% of the pregnant women will receive flZ. 

OUTCOME: FES 7/91 indicates 80% of women with babies under two years old 
received 'TT2. (This objective eliminated per MTE recommendation since dl warnen 
15-49 are targeted by the project to receive IIT2.) 

3. 50% of mothers/grandmotbers will continue to give f a  and fluids to chadsen with 
diarrhea. (This objective reduced to 40% per MTE recommendatior,.) 

OUTCOME: 72% of mothers say they continue to give food to a child-with diarrhea 
(FES 7/9 1). According to EPS 5/91, 44.6% of mothers said they continue to give 
food. 96% of mothers continue to give liquid to children with diarrhea (FES 7/91), 
and according to EPS 5/91 only 40% of mothers continue to give liquid (EPS 5/91). 

The large discrepancies between these data may well be explahed by the differences 
in sampling between the two surveys. The FES 7/91 sample selected only mothers 
with children under age two, whereas the EPS 5/91 selected mothers of children 
under five. The mothers of children under two would be more likely to have recently 
attended a health post to get thdr children immunized, and since health education is a 
major component of health post activities, this variable could account for the greater 
number who knew that they should wntinue to give bmd and liquids to a child with 
diarrhea. Also, more than twice as many health posts were aperational for mothers 
with children under two than for mcthers with children two years of age and older 
(16 of the 42 health posts or 38% were opened after January 1, 1991). 

50% of mo#ers/grandmothers will know how to correctly rnix and administer ORS.. 
(Revised per MTE recommendation to: 48% mothers will h o w  how to prepare and 
use ORS when their children have diarrhea.) 

OUTCOME: 83% sf mothers %now how to prepare Om, either the home mix or 
from the packets (FES 7/91). Only 51 96 h e w  how to prepare the O W  sachets. 
44.3 % h e w  how to p r e p  sachets on the earlier survey (EPS 5/91) and 42.8% said 
they would administer ORT after the first m second liquid stool (EPS 5/91). 



50% of children 0-59 months who are adequately nourished will attend at least 4 
growth monitoing sessions annually. 

50% of children with decreasing weights will be weighed bi-monthly. (Revised per 
MTE recommendation to: 70% of children 0-59 months with decreasing weights will 
be weighed bi-monthly.) 

OUTCOME: The w m p u t e ~  H/IMIS was never programmed to track these two 
objectives. An attempt was made in February 1991 by Dr. Morquette to sift through 
the printouts and manually extract the data for the fist objective (# 5). Since Zone 1 
was ?he only Zone in which growth monitoring had been on-going for more than a 
year, that zone was selected to assess this objective. 17.6% of the adequately 
nourished children were weighed 4 or more times during the past year. However, . 

tihis sample was small and not representative of the project as a whole, The second 
objective (# 6) was impossible to assess even h r n  the printouts. 

On the other hand, the FES 7/91 did survey children 12-23 months for number of 
times weighed. The results showed that 79% of these sample children had been 
weighed 4 or more times during the past year. This data gives some indication of the 
lwc1 of growth monitoring activity that is occuning presently in the CS project. Of 
al l  the children under-2 surveyed in the same survey, 81 % had been weighed at least 
one time. 

50% of children being weighed will be gaining weight. 

OUTCOME Eliminated per MTE recommendation as an unrealistic objective. 

50 % sf children will be given vitamin.-A. 

B~TTCOAW This objective is too vague (age, dosage and schedule not specified). 
However, since the MSPP policy is to give children from 0-59 months vitamin-A 
every four months, it has also become the project protocol. Unfortunately, this 
objecEive was not programmed into the WMIS for analysis, although it is recorded 
every time a child receives a dose of vitamin-A. In February, 1991, a manual 
assessment of the data in Zone 1 showed that 32.3% of the children in the Zone 1 
printouts had received more than 2 doses of vitamin-A. Again, this can provide only 
a rough estimate for one Zone and cannot be generalized throughout the project. 

Consequently, this objective was included in the FES 7/91. The results showed that 
55% of children 6-23 months had received more than one dose of vitamin-A. 

PI- note that there was no apparent evidence of vitamin-A deficiency in the Bonne. 
Fin area and although there is probably no harm in providing vitamin-A supplements, 
efforts and resources could be better spent in the Borne Fin area on more imprtant 
health problems such as diagnosis and treatment of tuberculosis, sexually transmitted 
diseases, etc. 
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9. 10% of mothers will receive vitamin-A during first month post-partum. (Revised per 
MTE to read: 30% of mothers to receive vitamin-A first month post-parturn.) 

OUTCOm The FES 7/91. data indicates that only 25 % of mothers of children 
under-2 have received vitamin-A during the first month post-partum. Several 
constraints have contributed to not meeting this objective. First, Haitian culture 
dictates that a new mother remain in her house during the first month postpartum in 
order to avoid having the "cold" enter her body. Consequently, most new mothers 
do not present themselves to the CPPN clinics until after the first month post-parturn. 
Secondly, most of the TBAs who were originally expected to give the mothers 
vitamin-A are illiterate and are not a& to record this activity. The new strategy is 
to have the health promotor visit the new mother and give the vitamin-A capsule. 
This strategy, however, is just now being instituted. 

Pleare note again that in the Bonne Fin area where vitamin-A deficiency does not 
appear to be a problem, a health promoter could better spend hisher time ensuring 
that all newborns w e n  registered and presenting for vaccinations, child-bearing-age 
women were receiving TI' vaccinations, pregnant women were attending prenatal 
clinics, undernourished chiidren were receiving proper care, etc. >- 

10. Number of cuuples using temporary or permanent child spacing methods to increase 
10% annually. (Revised per MTE to 25%.) 

OUTCOME: The EPS 5/91 showed that 11.3 % of the couples are using a birth 
spacing method. 

11. Health committees will be functioning in all CS zones. 

OUTCOME: All four zones now have a health committee elected and functioning. 
One zone is so large that it now has one main health committee and a subcommittee 
to oversee a more distant area of the same zone. During the evaluation several 
committee members were interviewed and two h d t h  committee meetings were 
attended by the evaluator. There is evidefice of strong community participation 
through the h d t h  committees. 

12. 40 - 50 bimonthly rally (health) posts will be established and operating. 

OUTCOME: As of July, 1991,42 health posts have been established and provide 
bi-monthly services throughout the year. Sixteen (38%) of those posts have been 
established within the last 6 months. 

13. 70-80 village health promoters will be chosen by the health committees and trained 
by the CS staff. 

OUTCOME: 75 health promoters have been chosen and trained and are now 
working in their communities. 
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14. Three animators will be trained in community health work. 

OUTCOME: Four animators have been trained and are working in their 
communities. 

15. Four auxiliary nurses will be trained in community health work. 

OUTCOME: Five auxiliary nurses have been trained and are working in the project. 

16. Two Haitians will be chosen and trained to take over the positions of director of 
community health services and health educator. 

OUTCOME: Two Haitians were identified for these positions. The health educator 
was seat to France for training and just returned to the position in July, 1991. A 
Haitian administrator has been receiving on-the-job training in directing CS for over a 
year now. He has yet to receive formal training. It was planned for him to go to the 
U.S. for a short course at Boston University in the spring of 1991, but in Light of the 
tremendous needs in the project and the expense of the educational program at Bostm 
U., it was deemed best for him to remain in the project for the time being. 

17. 20-30 TBAs will be trained. 

OUTCOME: 40 TBAs were trained. 

18. Health training cumcula will be revised. 

OUTCOME: Cumcula was revised and taught to the health promoters and some 
heaIth committee members who were available to attend. 

19. Baseline survey will be conducted. 

OUTCOME: The basehe survey was not completed until December, 1989. The 
baseline analysis was not completed until the last year of the project. This was due 
to the project wmputers being plagued with problems. Needless to say, this 
constra.int has made it very difficult to measure any progress until recently. 

20. Appropriate equipment and supplies will be purchased to facilitate completion of the 
project. A wmputer will be purchased to help compile data. 

OUTCOME: Equipment and supplies were eventually purchased. Difficulties were 
encountered, including malfunctions in the computers. Due to a computer virus and 
difficulties in programming, three computers were purchased before development of 
an HMIS was possible. 
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21. A health/management information system will be developed. 

OUTCOME: The WMIS is functioning reasonably well at this time. However, 
programming of some objectives was never adequate to track what progress was 
being made. Most notably, the p w t h  monitoring objectives. Children were being 
weighed but only now are attempts being made to identify defaulters at risk. 

The DIP'S schedule of activities was for three years. However, due to political instability 
in Haiti the project was postponed for one year. It wasn't until the beginning of the 
second year, June 1988, that the first allocation of funds were made to the project. 
Consequently, almost no activities, other than the compIetion of the DIP in October 1987, 
occurred during the first year a d  the project was given an extra year for a no cost 
extension. 

During the second year most of the first year objectives were realized except that no 
additional health posts were established. Two additional zones, Zone 2 (Labiche) and 
Zone 3 (Changieux), were targeted and baselines were completed in March and May, 
1989, respectively. The first animator had been hired by MEBSH prior to the grant and 
placed in Zone 2, LaBiche, to initiate the community development process. He was also 
responsible for Zone I, Plaisance. A second animator was hired in January, 1989, and 
placed in Zone 3, Changieux. A computer, office equipment and a vehicle were 
purchased. Income generating options were discussed with the health committees. They 
first discussed the possibility of a store selling construction supplies. However, they 
decided against it due to the insecurity in the country at the time. One committee asked 
for a small business loan fur buying and selling agriczltural products at a profit. This 
loan was granted the following year. Mr. Adrien Cherisson became the part-time 
coordinator and supervisor for the animators. 

During the third year most of the second year objectives were rea2ized. Two more 
animators were hired, in Zone 2, La Biche, and Zone 4, Trois Mangots. Four nurse 
auxiliaries were also hired. Fifty-one village health promoters in Zones 1,2 and 3 were 
idefitified and started their training. Some drop-outs occurred. Baselines were conducted 
in Zones 1, Plaisance, and 4, Trois Manguts, in November, 1989, and December, 1989, 
respectively. Fifteen W3As were identified in Zones 1, 2 and 3 and started their training. 
Three motorcycles were purchased. The MTE was conducted in July-August, 1989, and 
changes in the administration were inaugurated. Mary Mericier was hired as the health 
educator in December, 1989, and Wigson Macenot was hired as the administrator in 
January, 1990. Loans for inwme generation projects were given to the health committee 
in Qlaisance to buy agricultural projects. 

During the fourth and final year, al l  of the third year objectives were met. Thirty-one 
health posts were established making a total of 42. Twenty TBAs were trained. A KAP 
survey was completed in December, 1990. A final project survey was completed May, 
1991. Mary Merisier went to France in October, 1990, for training in public health and 
hygiene at Pime and Marie Curie University and took several courses (modules) on 
health administration an8 surveys at Bichat Hospital in Paris. She returned to the CS 
Project in July, 1991. MEBSH/CS made $500 for income-generation available to the 
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health committee of Changieux to initiate a beef butchering business. The business did 
not m y  materialize and the $500 loan was repaid to MEBSWCS. 
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APPENDIX I.1 I 

E s r l l s s t  s ~ s  f o r  2TP-polio vaccinat ion? 

*I I I  II measies & ECG injections 6 
. I 

Kinimum i n t e r v a l  between vaccinations? 

ECS d ~ s a j c  f o r  under-ones? others 

Whzt is dosage for DTP? O P V ,  measles 

Yhich ta rge t  vaccines can be frozen? 

)I 1 I 1 v  cannot be frozen? 

What tai-get vaccines are fragile to light? 

Why must i-emgining vaccines that have been opened be discarded 
& L end of the vaccination sess ion?  

r - 

X t a t  is thc t z r g a t  groG2 for t e t a n u s  t o x o i d ?  

H o w  l ong  must ne2dles and syringes be boiied to ecsc 
sterilization? 

Nhat  a r e  th ree  important signs of dehydration? 

When shculd a child with diarrhsa  be referred to z 

What is vitamin-A dosage and treatment scheduie f;r sh l ldrer i  

-.I- n r i a t  is vitair~Lri-h dosage and treatment schedl~le f or  tothe hers 

% h a t  a z t i c n  do you take a f t e r  weighing a baby 

2 ~ ~ :  J - T r . - a . 2  ,-,,;,, acceptable methods employed for b i r t h  s p a c i n g  



:?FT?L:Nnl.Y r 

ANIMATOX QUZSTIONBfRRE NIlc51E DATS 

What is your c h i e f  f u n c t i o n  in the community? 

Do y o u  live in the zone where you work & why 

H o w  do you determine if a village health committee is functioning 

properly? 

What is t h e  earliest age a child can receive  OPV t 

DTP , BCG , and meas 1 es vacc 

What is the minimum i n t e r v a l  between vaccifiations 

What is the maximum interval between DT3-polio vaccinations 

A t  what age should a c h i l d  s t a r t  receiving vitamin-A 

A t  what intervais should a child receive vitamin-A 

Until what age should a child rece ive  vitamin-A 

When should women receive vitamin-A 

H o w  often should a woman receive vitamin-A 

What are the t h r e e  main food groups 

What advice do you g i v e  parents when t h e i r  child has diarrhea 

What advice  do you g i v e  parents when their child is malnourished 

Why do you encourage couples to use ~ontfaception methods 

Why do you encourage  pregnant women to go to pre-natal clinics 

t ~ h y  do you ancoucaya rnothors 0 5  n e u h o r n s  to go to post-natal 
clinics 



~ ~ ~ . ~ ~ p ; ~ t g ~ y  J MEBSH Commtinity ~salth/Child Survival 

HEALTH PROMOTOR QUESTIONNAIRE NAME DATE . 
SESYONE POU PROMOTE NON DAT 

How would you  perceive your role in the communitv 
Ki r o l  you promote gingnin nan you kominote 

What is the minimum interval between vaccinations 
Ki pi piti inteval ki gingnin ant de doz vaksin i 

What is'the earliest age a child can r e c e i v e  OPV 
A ki laj ou kab komanse bay you t i  bebe vaksin polio 

DPT BCG Measl es 
D i T e C o q  BCG Rou jol 

What is t h e  maximum interval between DPT/POLIO vaccinations? 
Ki pi plis t a n  intevsl ki gingnin ant doz vaksin DiTeCoq/Polio 

A t  what age should a child f i r s t  receive vitamin A 
A ki l a j  you ti moun kab resevoua premie doz vitamin A 

at what intervals should a child receive vitamin A 
Chak konbyen tan you ti moune ka resevoua vitamin A 

When should a woman receive vitamin A 
Ki le you fanm doue resevoua vitamin A 

Eow often should a woman receive vitamin A - 
Chak konbyeri tan you fanm doue resevoua vitamin k 

What foods do mothers need to add to t h e  diet f o r  children t o  grow 
Ki mange manman doue a joute  nan mange pou fe ti moune grandi byen 

What advice do you give parents when their child has diarrhea 
K i  konsey ou bay paran le ti moune yo gin diare 

What advice do y o u  give parents when their child is loosing weight 
Ki konsey ou bay paran ie t i  moune yo  ap pedi p o i  

What do think is the best definition of family planning 
Kisa p l a n n i n g  ye dapre ou minm 



What are the benefits for the child when the parents p r a c t i c e  
family planning? 
M i  avantaj ou ti aoune gingnin le paran-l fe planning 

Why du you encourage pregnant women to go t o  pre-natal clinics 
Pot;kF sa ou doue ankouraje you fanm ansint pau al subv nan klinik 
fanm a z ~ i n l .  

I 

Why do you encourage mothers of newborns to go to post-natal 
clinics 
Pouki sa ou doue ankouraje fanm ki fek  akouthe pou a l e  nan klinik 
postnatal 

How do you make OPfs?, 
Ki jan ou kon prepzre serom era1 

-- 

When should you begin giving ORS to a child with diarrhea 
Le you ti moune gin d l a r e  k i  le ou doue komanse ba li serom oral 

-.--- 

What do y o u  tell a mathsr when the growth line looks this? 
Ki sa ou di you manman ke ru oue Chemin la sante pitit li konsa 

----- 
A 

----.- 

What advice do yau g i v e  t o  TBA's? 
Ki konsey ou kapab bay Matnone yo . 

---- 
- - 

Why should children be vaccinated 
Pouki sa tout ti moune doue vaksinin 

What is a vaccine 
Kisa v a k s i n  ye 



MEBSH Community Health/Child Surv iva l  

HEALTH COMMZTTEE MEMBER QUESTIONNAIRE 

NAME DATE Zone 
NON DAT 

HOW many times have you met during the past  six months? * .  
Nan denie 6 moua ki s o t  pase laa Konbyen foua Komite a te reyni 

Have you identified any health problems and what have you ,.done 
about it? 
Ki problem sante nou te idantifie nan zon nou an e ki sa nou t e f e  

-- pou rezoud problem sa yo  

How many projects  have you identified? 
Kombyen proje komite a te fe pou zon 

How many projec t s  have you realized? 
Konbyen p r o j e  komite a te realize 

What have you done as a group f o r  the good o f  your  community? 
Ri aksyon an group komite a te pran pou avansman kominote a 

Have you ever  had a p r o j e c t  f a i l ?  . Xhy d i d  it fail? 
E s k e  komite a te jam gin you proje'ki komanse e p l  ki kraze? 
Poukisa sa p a t  mache? 

l I o w  do you supervise your health promotor? 
!<i jan komite a fe sipevizyon promote yo ' ,  

tiow do you supervise  ycmr  TBA? 
Ki jaa ou fe sipevizyon Matrone yo 



g h a t  do YOU do to improve the attendance at the rally p o s t s ?  
Ki sa kamite a fe pou fe plis moune vini nan pos rasanbleman 

What works well a t  your rally post? 
* C  . 
hi 3a k i  inache b j e n  nail pos ou yo? 

What should  be improved a t  your rally post? 
K i s a  ki ta doue-fet pi byen nan pos yo 

What can t h e  health committee do to g e t  more women and children 
vaccinated in your  community? 
K i s a  Komite a fs pou kapab gingnin plis fanm ak plis ti moune ki 
v a 7 ~ s i i i i n  iiaakominotc a? 





APPENDIX M 

Vaccinate Your children 

Hear some news, friend, vaccinate your children, 
BCG, DTP, Polio and Measles. 
As soon as the child is born give him/her BCG. Polio, DTP - three 
doses, 
Run to a center, vaccinate your children. 
F i r s t  dose, one and a half months, second dose, two and a half 
months, t h i r d  dose, three and a half months. 
You will wait till he is nine  months to g i v e  measles. 

Le~etlur i Cd1.h - /&#%d 
Wash Our Hands 

1. 1 am happy, I have good health (2x1  
To s t a y  in good health we reed  to wash our Bands 
Remember w e l l ,  we need t o  wash our hands (2x1 

2 .  Wash our hands a f ter  we use the  latrine ( 2 x 1  
All these  germs are a big source of sickness 
Soap up well and we will kill them ( 2 x )  

3 .  Wash our hands, remember the children too ( 2 x )  
Before we g i v e  them a little bread or fruit 
If t h e i r  hands are dirty, they w i l l  get sick, (2x1 

4 .  Wash our hands when we cook food ( 2 ~ )  
When we enter the kitchen 
Wash with soap and clean water.(2x) 

5 .  Wash our hands when we come from the garden ( 2 x 1  
~ l l  the  d i r t  in the garden is full of worm eggs 
Oh friends, w e  do not want t o  eat them. 

6. Wash our hands before w e  eat ( 2 x )  
Help the children wash the irs  too, 
Every t i m e  they eat, several times a day. (2a) 



Cho- r Pa;-eA~ts don' t be negligent 
Let's e v e  our children the* vaooinatlons 
Pasents don* t be negligent 
Let  ' s give om children vacoinstions 

1. A l o t  of children d i e  
Because their psrenta ase ne&igent 
Some ~ s e a s e s  axe spreading 
Let's hurqr up and get OUF children vaccinated 

2, Chilben need 3 doses of the vaccines 
DPT Bo Polio 
To protect them 
h&.nst these diseases 

.3. There are other vaccinations we om receive 
For T3 there s BCG vaccine 
For pregnamt - women there' EI tetanus vaccines 
Lastly there" a vaccine fox measles 

La Jeunet L-dise mi6sio-e 



* 

'flCTBNUS SONG 

* 

Oh my, I didnl t know ~ r h a t  to do 
Ify children died with tetanus 
There was no way to save q y  babies 
I should hare been vaooinsted when I waa prepu~t 

2. ~ e J i f  time 1' 11 hurry to be vaccinated 
I won't wait until it's too late 
My 0th- children will  receive DPT vaccines 
To protect them against tetanus 

.- "- * 3 ~  , . . My $~anr.w midwife when you care for - * The umbilica3 cord 
Don1 t apply sawdust &coaJ, nutmeg or things like wax 
Down with tetaaus: 

Repeat (2) . On q y  the ne4t t h e  f have a babr 
1' :; 11 prepme everything I need ahead of time 
1'11 find a grmqy midwe who has been trained properly 
A new razor blade and all the preparatiohs 

Mme Jay Weaver 



I, Don't be negligent if you please 
When it comes to this disease 
Seek the road that leads to the dispensary 
To find out wbt you have 
3 weeks you're coughing non stop 
You don't seek the road to  the doctor 
There me people who are foolish 
Xn trying to hide the disease 'Puberculosis 
Sometimes they die 
It's Tuberculosis that ki l ls  them 

2, If you should get tuberculosis 
Therei,s medicine that can cure you 
You don't have to  be ashamed 
When the doctor s a p  you bave taib.erculo~is . 
There* e medicine to  destroy this mi~oorganism 
We can have power over it 
Don1 t be neaigent 
It's not profitable for you 
Seek the road that lead8 to the doctor 
In order t o  b o w  what  you should cb 

Clzorusr Up with health 
Down with diseaee Repeat 4 t i m e s  

Education means give advice 
Show people the road that leods to  the doctor 
A g a i n s t  txiber~ulosis e c h  i s  Ulling Ut ians  
Especizllg when he finds the TB gern in your body 
That ' s when you can die 
13on' t be negligent 
Xhen you find you =e coughing all the time 
Seek the road to the dispensary 
In order to know what  you should do 
Dont t be negligent 
'&en you see you m e  coughing all the time 
Health is precious 
Don1 t be a s b e d  to go t o  the dispensarg 

Jeff N a u l t  &ad Wesn= Selgazde 



I. Aids is a d i s e a e  rrhich leads to death 
Ye should be more caxeful in order to have victory 
Se caefu l ,  5e cazeful, to be victorious 

11, ?7e should be fcuthful - no more th one wSe 
Avoid mare tam one paztner that my we can have security 
GV-L,"~ j-a7ursslf, g-5 y u m e l f  - that :m>* ~ r o  can have security 

C 

. . 
1 .: e cx i  get 'LI32- f ron  contaiinzted ~ ; ~ i t ; ~ z s  

.-n- - & d o  shats in a good zzy, t a  have sors ~ o l r r z i c e  
Good hczl th,  & ~ o d  !lez.l-t;h - i t t  s t 2 a  bes5 gi,f t T-rc 1 7 2 7 0  



APPENDIX R 

Oral Rehydration Serum Song 

1. when our children have diarrhea, have diarrhea, have diarrhea, 
When our children have diarrhea, we should give  them serum. 

We should give them serum, we should g i v e  them serum, 
When our children have diarrhea w e  should g i v e  them serum. 

2. Make serum with sugar, salt 6 water, sugar, salt b water, sugar, 
salt & water, 
Make serum with sugar, s a l t  & water, replace the fluids that they 
lose. 

Replace the fluids that they lose, replace the fluids that they 
lose, 
Make serum with sugar, salt b water, replace the fluids that they 
lose. 

3 .  Fill a cola bottle with clean water, with clean water, w i t h  
y. clean water, 

Fill a cola bottle with clean water, add 1 pinch of salt. 

Add 1 pinch of salt, add 1 pinch of salt, 
Fill a cola bottle with clean water, add 1 pinch of salt. 

4 .  Taste it to see if it is net saltier, if it is not saltier, if 
it is not s a l t i e r ,  
Taste i t  to see if it is not saltier than your tears. 

Than your tears,  than  your t ears ,  
Taste it ti s e e  if it is n o t  saltier than your tears. 

5 .  Finally, add a bottlecap full of sugar, a bottlecap full of 
sugar, a bottlecap full of sugar, 
Finally. add a bottlecap full of sugar, shake the serum well. 

Shake the serum well, shake the serum well, 
Finally, add a bottlecap fall of sugar, shake the serum well. 

6. G i v e  serum with a opoon and cup, a spoon and cup, a spoon and 
CUP 6 
Give serum with a spoon and cup as l ong he/she can drink it. 

As long as he/she can drink it, as  long as he/she can drink it, 
Give serum with a spoon and cup as long as he/she can drink it. 



BZIEZISV~ZX SONG 

1, If you want your baby to mow 
You need t o  give him nstusa2 milk (motherta milk) 
Give the child breastmilk 
Until he is two yeems old 
Breastmilk is the bast milk 
Bottles are a sacrifice 

2, If you want your baby to grow 
You need to give him natural milk (mother's milk) 
Give the child 'trreastmilk 
Feed him a balanced d i e t  
Breastmilk is the best milk 
Battles are  a sacrifice 

3. Oh what s beautiful thing 
Vben your baby porn and dmelops well 
Oh what a beauteul thing 
Xhen your baby cows  and develops w e l l  
Oh what a beautiful thing 
?Then your baby grows aad dmelops w e l l  



APPENDIX T 

P 1 anning Song 

To not have children one after the other ( t o o  often), there are 
good methods you can use. 
That doesn't mean that you won't ever have children again, 
But it is so you can have children when you want them, 
So you c+n have more energy and can rest. (2x1 

Rhea someone follows planning, i t  is a good idea she/he has, 
Because children need to be well taken care of, 
And so you can have time to give them an education, 
With these ideas, all the older people will be very happy. ( 2 x )  

There are several planning methods a person can use, 
There are tubals ,  condonms and pills, 
Vaginal tablets if you would like to use them, 
With all these things, you will have a chance to rest.(Zx) 

&# W*av+~-  
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APPENDIX V -- DOCUMENTS READ 

The following documents were read for the evaluation: 

- Cooperative Agreement No. OTR-0536A-00-7224M) & Amendments 

- WRChfEISH Haiti CS Project Detailed Implementation Plan 

- WRCfMEBSH =ti CS Project FY 88 Annuat Report 

- WRC/MEBSH Haiti CS Project Mid-tern Evaluation Report 

- VKRCtMEBSH Wti CS Project Third A n n d  Report 

- CS Training Assessment and Strategy, 1988, P. Chapondere 

- CS Training and Supervision Activities, 1989, Chapohere 

- Technical review of CSfMEBSH DTP 

- Numerous administrative documents, files, correspondence, records and reports 


